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Alseroxylon less toxic than reserpine 


*«.,.alseroxylon is an antihypertensive agent 
of equal therapeutic efficacy to reserpine in 
the treatment of hypertension, but with 
significantly less toxicity.” 
Ford, R.V., and Moyer, J.H.: Rauwolfia Toxicity 
in the Treatment of Hypertension: Some Observa- 
tions on Comparative Toxicity of Reserpine, a 


Single Alkaloid, and Alseroxylon, a Compound Con- 
taining Multiple Alkaloids, Postgrad. Med., Janu- 


ary, 1958. 
just two tablets 
at bedtime 
. . ® 
Rauwiloid 


(alseroxylon, 2 mg.) 
for gratifying 
rauwolfia response 


virtually free from side actions 


When more potent drugs are needed, prescribe : 
Rauwiloid® + Veriloid® 
alseroxylon 1 mg. and alkavervir 3 mg. 
for moderate to severe hypertension. 
Initial dose 1 tablet t.i.d., p.c. 


Rauwiloid® + Hexamethonium 
alseroxylon 1 mg. and hexamethonium chloride dihydrate 250 mg. 


in severe, otherwise intractable hypertension. 
Initial dose 4 tablet q.i.d. 


Both combinations in convenient single-tablet form. 
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INOV 


BRAND OF NORETHYNODREL WITH ETHYNYLESTRADIOL 3-METHYL ETHER 


Regulates menstrual disorders 
through reliable endometropic control 


Enovid is Searle’s new, orally effective agent designed to provide specific 
control of menstrual disorders. 

Enovid contains norethynodrel, a new synthetic steroid with strong pro- 
gestational and lesser estrogenic activity. The estrogenic effect, enhanced 
by the addition of ethynylestradiol 3-methy! ether, prevents spotting or 
breakthrough bleeding in most patients in whom it would otherwise occur. 

Like the normal endocrine action of the corpus luteum, Enovid main- 
tains the integrity of the endometrium during administration of the drug. 
Moreover, as occurs on withdrawal of the natural hormone, the withdrawal 
of Enovid results in the flow characteristic of menstruation. Also, as does 
the natural hormone, Enovid controls the gonadotropic functions of the 
anterior pituitary glands. 

This specific control of the menstrual cycle permits effective treatment 
of both excessive and inadequate endometrial activity and provides the 
physician with a dependable agent for treating such disorders as amenor- 
rhea, dysmenorrhea, menorrhagia, metrorrhagia and premenstrual tension. 


460666 6 OG 


Biopsy photomicrographs courtesy of Anna L. Southam, M.D., New York, N.Y. 


INDICATIONS AND DOSAGE GUIDE FOR ENOVID 


SECOND AND THIRD 
DISORDER FIRST CYCLE CONSECUTIVE CYCLES 
Menorrhagia One or two 10-mg. tablets daily to day 25 of the cycle pong jp ay daily from 
‘ One or two 10-mg. tablets daily to day 25 

Metrorrhagia (or for 10 days to establish cycle) same as above 

yong gpget One 10-mg. tablet daily for 20 days to establish cycle same as above 

Oligomenorrhea One 10-mg. tablet daily from day 5 to day 25* same as above 

Premenstrual ; * 

Seasion One 10-mg. tablet daily from day 5 to day 25 same as above 

Dysmenorrhea One 10-mg. tablet daily from day 5 to day 25 a daily from 

One 10-mg. tablet daily from day 15 to day 25 tom 
*The administration of Enovid prior to day 15 may interfere with ing discontinuance of treatment, the intermenstrual interval of the 
ovulation; if anovulatory cycles are not desired, one 10-mg. tablet of first untreated cycle is commonly prolonged for approximately 
Enovid should be administered daily from day 15 to day 25. one week. 
SPECIAL NOTES: (1) If nausea is encountered, the daily dose may FORMULA: Each 10-mg. tablet of Enovid (available as uncoated, 
be cut in half or given in divided doses for three days and then scored, coral tablets) contains norethynodrel, a new synthetic 
return to regular dose. (2) Intermenstrual spotting is usually evi- steroid, with 0.15 mg. of ethynylestradiol 3-methy! ether. 
dence of inadequate dosage. This type of bleeding is usually con- *Trademark of G. D. Searle & Co. 
trolled by increasing the dosage one 10-mg. tablet daily. (3) Follow- G. D. Searle & Co., Chicago 80, iilinois 


SEARLE Research in the Service of Medicine 


| 
= 
— 
i 
: 
; a 
4 
) a 
; 
i 
‘ 
s Pretreatment biopsy from patient with anovulatory — _ Post-treatment biopsy on day 25 after 10 mg. of Enovid daily = a 
ay 
led 
ar 
1 


TRICHOMONAS 
MONILIA 
BACTERIA 


welcome clinical advance... 
effective medication 


in an appealing form 


Soft and pliant as | the Milibis vaginal suppository offers proved therapeutic 
action* in a vehicle giving unusual clinical advantages to both patients and physician. 
g 
6G i ' COVERS CERVIX AND VAGINAL WALL —-The pliant Milibis suppository 
£ ge disintegrates readily and molds itself to the cervix as well as the, 


\ «. columns and rugae of the vaginal vault. 
~ SHORT DOSAGE SCHEDULE -The short course of treatment with 
Ne Milibis—only 10 suppositories in most cases—together with the clean, odorless, 
: non-staining qualities eliminates psychic barriers which often interrupt 
= longer treatments before complete cure. 


Vaginal Suppositories 
Now supplied with (| LABORATORIES 
plastic applicator New York 18, N. Y. 


SANITARY 
SUPPLIED: BOXES OF 10 * INSURES CORRECT *97 per cent effective in a study of 564 cases; 


with applicator. SUPPOSITORY PLACEMENT 94 per cent effective in a series of 510 cases. 


Milibis (brand of giycobiarsol), trademark reg. U.S. Pat. Off, 
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The itching and 

discharge of vaginitis can 
rob a woman of self- 
assurance and composure. 
To restore the feeling 

of personal cleanliness, 
Sterisil Vaginal Gel attacks 
the cause of vaginitis—be 
it moniliasis, trichomoniasis 
or Hemophilus vaginalis.* 


A new anti-infective 
compound with broad 
antibacterial, antifungal 
and antitrichomonal 
activity, Sterisil is 
effective against all 

three types of vaginitis. 


Sterisil, with unique 

affinity for tissue, clings 

to the site of application 

providing prolonged 

antiseptic action. In most 

cases, the gel need only be 

applied every other night. 
*H. vaginalis,the pathogen now 

believed responsible for most cases 

of so-called “nonspecific” vaginitis.* 


Dosage: One application 
every other night until a 
total of six has been reached. 
Treatment should be 
continued through one 
menstrual period. Severe 
cases may require 

treatment every night. 


Available in 14% oz. tubes 
with six disposable applicators 
and complete instructions. 
References: 1. Ww olff, J. R.: 

n press. 2. Ray, J. L., and 
Maughan, G. NM: West... 

J. Surg. 64:581 (Nov.) 1936. 
3. Feldman, R. L.: In press. 

4. Hoefer, W. Hf. W.; 
Bailey, F. A., and Farley, 

W. W.: Antibiotic Med, & Clin. 

Therapy 4:31 (Jan.) 1957. 

5. Gardiner, H. L., and 

Dukes, C. D.: J. Obst. & 

Gynec. 69:962 (May) 1955. 


Sterisil WARNER-CHILECOTT 


100 YEARS OF SERVICE TO THE MEGICAL PROFESSION 
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GENERAL INFORMATION 


Tue JourRNAL oF THE AMERICAN MepicaL WoMEN’s AssociaTIon is the official organ of the American Medical 
Women’s Association and is issued monthly the fifteenth of each month. 


CONTRIBUTIONS—Tue JournaL or THE AMERICAN Mepicat Women’s AssociaTION extends an invitation to 
the profession for articles on original investigation, for reviews, case reports, articles of historical interest—especially 
those dealing with the status of women physicians, biographies of women in medicine, and any other material on 
subjects of special concern to women physicians. All manuscripts for publication, letters, and all communications 
relating to the editorial management of the JouRNAL OF THE AMERICAN MepicaL Women’s AssociATION should be 
sent to the Editor at the address below. 


Articles are accepted for publication with the understanding that they are original contributions never prev- 
iously published and are contributed solely to the JouRNAL OF THE AMERICAN MepicaL Women’s Association. All 
manuscripts are subject to editorial modification and upon acceptance become the property of the JoURNAL OF THE 
American MepicaL Women’s AssociATIon. Material published in the JourNaL is copyrighted and may not be 
reproduced without permission of the Editor. Neither the editors nor the publisher nor the American Medical 
Women’s Association will accept responsibility for the statements made or opinions expressed by any contributor 
in any article published in its columns. 


MANUSCRIPTS—Manuscripts must be typewritten on one side of the paper only with double spacing and 
wide margins. The original and one carbon copy should be submitted; a second carbon copy should be retained 
by the author. The author's full name, academic or professional titles, and complete address must accompany 
manuscript. 


ABSTRACTS—Authors are requested to submit concise abstracts of their papers to the Editor. 


ILLUSTRATIONS-lllustrations must be in the form of glossy prints or drawings in black ink. On the back 
of each illustration the figure number, author’s name, and indication of the top of the picture must be given. 
Legends for illustrations must be typewritten in a single list, with numbers corresponding to those on photographs 
and drawings. THe JouRNAL oF THE AMERICAN MepicaL WoMEN’s AssociATION encourages the use of illustra- 
tions and will supply a reasonable number free of cost; special arrangements must be made with the Editor for 
excess illustrations or elaborate tables. The Editor is not responsible for the safe return of manuscripts and illustra- 
tions. All material supplied for illustrations, if not original, should be accompanied by reference to the source and 
permission for reproduction from the owner of copyright. Recognizable photographs of patients should carry with 
them written permission for publication. 


REFERENCES-Bibliographic references should appear at the end of the manuscript and not in footnotes. They 
should conform to style of the Quarterly Cumulative Index Medicus. This requires, in the order given, name of au- 
thor, title of article, name of periodical, with volume, inclusive pages, month (and day of month if the journal 
appears weekly), and year. References should be numbered consecutively throughout the paper and listed in order 
by number from the text. 


Galley proofs of scientific articles will be furnished Journat authors for correction. Proofs of other articles 
will be supplied upon request. 


REPRINTS—Reprints of all articles must be ordered at time proof is returned. Prices will be available for quota- 
tion from the Business Manager when articles are in page form. Individual reprints of articles must be obtained 
from the author. 


REVIEWS OF BOOKS~—Because of limitations of space, only books of scientific interest or reference value 
which can be recommended to its readers will be noted. All books for review should be sent to the Editor at 
address below. 


SUBSCRIPTIONS—The subscription price of the JouRNAL oF THE AMERICAN MepicaL WomMEN’s AssociATION 
is $5.00 per year, $9.00 for two years; single copies are $1.00. 


ADVERTISING—Rates will be furnished by the Business Manager of the Journat, 1790 Broadway, New York 
19, N. Y. The publishers reserve the right to decline any advertising submitted and to censor all copy. Accept- 
ance of an advertisement does not imply official endorsement of the product advertised. 

CHANGE OF ADDRESS—Notification of change of address should be sent to the Journat office, 1790 Broad- 
way, New York 19, N. Y. Please give both old and new addresses. 


Address all correspondence to the 
JOURNAL OF THE AMERICAN MEDICAL WOMEN’S ASSOCIATION 
1790 Broadway, New York 19, N. Y. 


> 


% 
ie 
: 
q 


Two-dimensional 
treatment 


of 
the 


menopause 


Because it replaces half control with full control. 


Because it treats the whole menopausal syndrome. 


Because ove prescription manages both the 


psychic and somatic symptoms. 


SUPPLIED: Bottles of 60 tablets. 
Each tablet contains: 
MILTOWN® (meprobamate, Wallace) ................cccccccceeeeeeeeseeeees 400 mg. 


2-methyl-2-n-propyl-1,3-prop diol dicarb 
U. S. Patent No. 2,724,720. 


Conjugated Estrogens (equine) ....................c:csccceuseeeeesneeees 0.4 mg. 
Licensed under U. S. Patent No. 2,429,398. 


DOSAGE: One tablet t.i.d. in 21-day courses with one week rest periods. 
Should be adjusted to individual requirements. 


Samples and literature on request. 


MILTOWN® CONJUGATED ESTROGENS (EQUINE) 
A Proven Tranquilizer A Proven Estrogen 


® 
WW} WALLACE LABORATORIES, New Brunswick, N. J. 


who discovered and introduced Miltown, the original meprobamate. 
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Anxiety, tension, and related 
symptoms exist in most gyneco- 
logic disturbances. 

Symptoms of premenstrual 
tension (irritability, nervousness, 
headaches) were completely re- 
lieved with ‘Miltown’ in 78% of 
patients, and substantially re- 
lieved in all others studied.' 

Patients with tension symp- 
toms during menstruation be- 


came symptom-free on ‘Miltown’ 
therapy.” 


‘Miltown’ relaxes both mind © 
and skeletal muscle and alleviates @ 
somatic symptoms of anxiety, 
tension, and fear (usual dosage: - 
400 mg. q.i.d.).‘Miltown’ therapy || 
is notably safe, even in preg- 
nancy,* and does not impair men- 
tal or physical efficiency. 


References: 
1. Pennington, V. M.: Meprobamate ( Miltown) 
in premenstrual tension. J.A.M.A. 164:638, 
June 8, 1957. 

2. Selling, L. S.: Clinical study of a new tran- 
quilizing drug: use of Miltown (2-methyl-2-n- 
propyl-1,3-propanediol dicarbamate). J.A.M.A. 
157:1594, April 30, 1955. 

3. Belafsky, H. A., Breslow, S. and Shangold, 
J. E.: Meprobamate in pregnancy. Obst. & 
Gynec. 9 :703, June 1957. 


THE ORIGINAL MEPROBAMATE 


DISCOVERED & INTRODUCED BY 
WALLACE LABORATORIES 
NEW BRUNSWICK, NEW JERSEY ania 
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the female urethra 


newer knowledge of its structure and 
cytology provides a clearer understanding 


of its wmportant role in pelvic distress. 


Schematic construction of female urethra 
demonstrating extensive network of peri- 
urethral glands, ending in numerous blind 
pockets. Drainage is into the urethra through 
small openings along its length, and into 

the para-urethral (Skene’s) ducts. 


1. Recent anatomic studies of the female urethra 
| demonstrate a high susceptibility to infection. 


A changing concept—The female urethra “was formerly considered only to be a 
short, simple, straight tube which served solely to empty the bladder. Recent studies 
have changed our notions concerning this... . sections through the urethra andits | 
surrounding tissues have shown numerous glands.”! » 
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Tortuous, with many interconnections but relatively poor drainage, these glands 
“form ideal foci for chronic infection.”! Periurethral gland infection is followed by 
infiltration and thickening of the urethral wall, hypertrophy and granulation of the 
urethral mucosa, and constriction of the urethral lumen. The trauma of childbirth 
and coitus further invites infection of these delicate structures, which are exposed 
to vaginal and rectal discharges ‘from the period of diaper life to old age.’’! Thus, 
the urethra is not only a portal of entry for urologic infection, but the site of patho- 
logic change “more frequently than any other portion of the female urinary tract.’ 


Unrecognized source of pelvic symptoms—Prevalent as it is in women, chronic 
urethritis “can be easily overlooked” because of the frequency with which the pain 
and discomfort are referred to other areas.” In addition to obvious urinary tract 
symptoms such as frequency, urgency, pain and burning on urination, chronic 
urethral infection is often responsible for pain in the lower abdomen and pelvis, 
lumbosacral region or upper thighs. 


BACTERIAL URETHRITIS YIELDS QUICKLY TO 


FURACIN Urethral Suppositories 


brand of nitrofurazone 
Insertion of these suppositories provides gentle dilation; the local anesthetic, 
diperodon, affords prompt and sustained relief of pain.” The antibacterial, FURACIN, 
achieves wide-spectrum bactericidal action without tissue toxicity. Each suppository 
contains FURACIN 0.2% and 2% diperodon* HCl in a water-dispersible base. Her- 
metically sealed in silver foil, box of 12. 
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The Nitrofurans—a unique class of antimicrobials ... Products of Eaton Research 


10 


“Dy 

ia 

Coe 

} 

= 


2. Exfoliative cytology explains frequency of dyspareunia 
and other pelvic complaints in postmenopausal women. 


Senile urethritis: often encountered, seldom described—A little known phenomenon 
has recently been reported by Youngblood and his colleagues.*> Examining smears 
of epithelial cells from the urethrae of postmenopausal women, they found the same 
absence of normal, cornified, pyknotic squamous cells as in the vaginal smears, 
resulting from estrogen deficiency. Leukocytes and even erythrocytes were usually 
present, as in senile vaginitis. Along with these cytologic alterations, endoscopic 
examination revealed a hyperemic and atrophic urethral mucosa. 


“Senile” urethritis is a common cause of dyspareunia, dysuria and other pelvic dis- 
comfort in postmenopausal women. Even when the urethra is recognized as the 
trouble spot, these women frequently fail to obtain relief because the underlying 
involutional nature of the urethritis is unsuspected, and antibacterial measures 
alone are employed. The lesion may resemble closely that of nonspecific urethritis. 


“Progressive histologic normalization” parallels rapid symptomatic relief with new 
Furestrol Suppositories. In their investigations, Youngblood and co-workers*-5 
treated 120 postmenopausal, involutional urethritis patients with FURACIN Urethral 
Suppositories containing, in addition, 0.1 mg. of diethylstilbestrol. All showed prompt 
alleviation of symptoms, with disappearance of endoscopic signs of irritation. After 
1 to 2 weeks’ treatment, the urethral smears returned to normal, indicating replace- 
ment of the atrophic mucosa with a healthy, stratified squamous epithelium. These 
FURACIN-estrogen suppositories are now available as FURESTROL Suppositories. 


1. Pretreatment urethral smear of postmeno- 
pausal woman with senile urethritis. Basal 
cells with low nucleocytoplasmic ratio are pre- 
dominant, with leukocytes and erythrocytes. 


2. Urethral smear from same patient after 2 
weeks’ treatment with FURESTROL Supposi- 
tories. The cornified, squamous cells indicate 
a healthy, normal epithelium. 


Ingredients work together—FURACIN eradicated the low grade infection commonly 
present, while the diethylstilbestrol corrected the atrophic tissue changes. The excel- 
lent clinical results achieved with FURESTROL Suppositories could not be approached 
in control groups treated with suppositories from which any of the ingredients— 
FURACIN, estrogen, or diperodon, the local anesthetic—had been eliminated. 


POSTMENOPAUSAL URETHRITIS YIELDS PROMPTLY TO 


NEW FURESTROL "Suppositories 


Provides estrogen to reverse the involutional changes of senile urethritis, plus the 
antibacterial, anesthetic and gently dilating action of the FURACIN Urethral Sup- 
pository. Each FURESTROL Suppository contains FURACIN 0.2%, diperodons HCI 
2%, and diethylstilbestrol 0.0077% (0.1 mg.), in a water-dispersible base. Her- 
metically sealed in orchid foil, box of 12. 

REFERENCES: 1. Wharton, L. R. in Campbell, M.: Urology, W. B. Saunders Company, Philadelphia and 
London, 1954, Vol. 2, p. 1390 et seq. 2. Barrett, M. E.: J. M. Ass. Alabama 26:144, 1956. 3. Youngblood, 
V. H.: J. Urol. 70:926, 1953. 4. Youngblood, V. H.; Tomlin, E. M., and Davis, J. B.: Senile urethritis in 


women, J. Urol. (in press). 5. Youngblood, V. H.; Tomlin, E. M.; Williams, J. O., and Kimmelstiel, P.: 
Exfoliative cytology of the senile female urethra, Tr. Southeast. Sect. Am. Urol. Ass. (in press). 
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BOARD OF DIRECTORS—(Continued) 
CHAIRMEN OF STANDING COMMITTEES, 1957-1958 


Auditing Opportunities 
Brackett, M.D. Mary C. SHANnnon, M.D. 
371 Franklin Ave., Nutley, N.J. 28 Pleasant St., Worcester, Mass. 
Credentials Dorotuy J. Lyons, M.D. 
Mary T. Gtassen, M.D. 1233 N. Vermont Ave., Los Angeles 27, Calif. 


Phillipsburg, Kan. 
Constitution and By-Laws 


Organization and Membership 
Jane Scuaerer, M.D. 


Josepnine Rensuaw, M.D. 490 Post St., San Francisco, Calif. 

1150 Connecticut Ave., Washington, D.C. 
Elections ee S. Waucu, M.D 

5906 MeKinley 80 NCW. Washington 15, D.C. 348 Green Lane, Philadelphia 28, Pa. 
Finance Public Health 

Mary Marearet Frazer, M.D. Jeanne M. Warp, M.D. 

76 W. Adams St., Detroit 26, Mich. 1479 Centre St., Roslindale, Mass. 
History of Medicine Public Relations and Publicity 

Marearet Noyes M.D. Rosa Lee Nemir, M.D. 

23 Bay State Rd., Boston 15, Mass. 303 E. 20th St., University Hospital, New York, 
International N.Y. 

Ava Curee Re, M.D. Scholarships 

118 Riverside Drive, New York 24, N.Y. Antoinette Le Marquis, MD. ” 
Legislative 704 ae Dental Bldg., 233 “A” St., 

ALMA JANE Speer, M.D. San Calif. 

3232 Garfield St. N.W., Washington, D.C. Woman’s Medical College of Pennsylvania 
Libver CaTHARINE M.D. 

aan V. Mass. MD 701 Medical Arts Bldg., Philadelphia, Pa. 

6900 N. Western Ave., Chicago, III. Reference Committee A 
Medical Education Josepuine Renshaw, MD. 

Mary K. Herz, MD . 1150 Connecticut Ave., Washington 6, D.C. 

623 Walnut St., State College, Pa. SPECIAL CoMMITTEES 
Medical Service—American Women’s Hospitals 1958 Annual Meeting 

Esruer P. Lovejoy, M.D. Jane Scuaerrer, M.D. 

50 W. 50th St., New York 20, N.Y. 490 Post St., San Francisco, Calif. 
Nominating Woolley Memorial Committee 

Estuer C. Martine, M.D. Teresa Scanian, M.D. 

2314 Auburn Ave., Cincinnati, Ohio 133 E. 58th St., New York, N.Y. 


STATE DIRECTORS 


California: Jane Scuaerer, M.D., 490 Post St., San Francisco. 

Colorado: Mitprep Doster, M.D., 1015 Colorado Blvd., Denver 6. 

Connecticut: Sopute C. Trent, M.D., 236 W. Main St., Meriden. 

District of Columbia: Mary K. Sartwe tt, M.D., 6811 Riggs Rd., Hyattsville, Md. 

Idaho: Jane Doertnc Gumprecut, M.D., 302 N. Fifth St., Coeur d’ Alene. 

Illinois: Rose V. MeNenv1an, M.D., 2400 W. Morse Ave., Chicago. 

Indiana: CLEMENTINE FrankowskI, M.D., 1907 New York Ave., Whiting. 

lowa: Evetyn M. Anpverson, M.D., 816 Equitable Bldg., Des Moines. 

Maryland: Exxzasetx Acton, M.D., 700 Cathedral St., Baltimore 1. 

Mississippi: AGNes Burt Caraway, M.D., Mississippi State Board of Health, Jackson. 

New Hampshire and Vermont: Aucusta Foster Law, M.D., 16 South St., Milford, New Hamp- 
shire. 

New Mexico (Co-Directors): Evetyn F. Frissre, M.D., and Lucy McMurray, M.D., 200 N. 
Walter St., Albuquerque. 

Ohio (Co-Chairmen): Gran, M.D., 1506 Chase Ave., Cincinnati. 

Jeanne E. Nircuats, M.D., 2205 Beechmont Ave., Cincinnati. 

Oregon: MartHA VAN M.D., John Day. 

Pennsylvania: Resecca M. Ruoaps, M.D., 416 Chichester Lane, Wynnewood. 

Utah: Camitta Anperson, M.D., 239 Virginia St., Salt Lake City. 

Virginia: Lituian LinpemMann, M.D., 4708 Carey St., Richmond. 

Washington: Bernice Sacus, M.D., 200 15th Ave., Seattle 2. 

Western Massachusetts: Mary C. SHANNON, M.D., 28 Pleasant St., Worcester. 

West Virginia: Beatrice H. Kuun, M.D., 1109 Quarrier St., Charleston. 

Wisconsin: Etstne Moore Tuomas, M.D., 200 E. Wells St., Milwaukee. 
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CREAM 0.5% 
.../n inflammatory and allergic dermatoses 
about twice the potency of topical hydrocortisone 


OINTMENT 0.5% WITH NEOMYCIN 


...where secondary infection is a factor 
effective prophylaxis and adjunctive therapy 


Formula: Each gram of Meti-Derm Cream contains 5 mg. (0.5%) of prednisolone, free alcohol, in a 
water-washable base. Meti-Derm Ointment with Neomycin contains 5 mg. (0.5%) prednisolone, 
and 5 mg. (0.5%) neomycin sulfate in a white petrolatum base 
Packaging: Meti-Derm Cream 0.5%, 10 Gm. tube; Meti-Derm Ointment with Neomycin, 10 Gm. tube. 

MD-J.397 
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Brand of HCl 


Relieves Spasm, y= and Depression too 


IN PARKINSONISM 

Highly selective action...energizing 
against weakness, fatigue, adynamia 
and akinesia...potent against sialor- 
rhea, diaphoresis, oculogyria and 
blepharospasm...lessens rigidity and 
tremor...alleviates depression...safe 
...even in glaucoma. 


“Trademark of Brocades-Stheeman & Pharmacia. 
U. S. Patent No. 2,567,351. Other patents pending. 


\ 


Patients with muscle spasm of the usual types 
demand relief first. Disipal fills this need. In 
sprains, strains, fibrositis, noninflammatory 
arthritic states and other musculoskeletal dis- 
orders, Disipal not only relieves the spasm, 
but alleviates the depression which so often 
accompanies pain of any type. 


Dosage: 1 tablet (50 mg.) t.i.d. 


\Riker LOS ANGELES 
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New 


liquid pediatric analgesic-antipyretic y 


for children 
safer than aspirin, easier use 


aly 


for infants’ and children’s fever, discomfort of colds, minor aches and pains and following immunizations. 


LIQUIPRIN is a suspension of salicylamide—chemically and pharmacologically 
distinctive from aspirin and other salicylates. Clinically, its analgesic-antipyretic 
action is approximately the same as that of aspirin, but its therapeutic action 
does not depend on conversion to salicylate, salicylic acid or their metabolites. 


LIQUIPRIN offers these major advantages: 
1 safer than aspirin 
less gastric irritation 
helps calm the feverish, fretful child 
easier on the child with gastrointestinal upset 
more rapidly absorbed 
6 relieves minor aches and pains—reduces fever 


WM 


administration: Convenient liquid form, Pai <4 added safety: LIQUIPRIN is supplied in 


pleasant taste and calibrated dropper make 
for easy accurate administration... directly 
from dropper or mixed with fruit juice, for- 
mula or milk. Each 42 dropper contains 1% 
gr. of salicylamide. 


dosage: ¥2 dropper for each year of age, not 
to exceed 2 droppers (5 gr.). 


non-spill safety bottles. LIQUIPRIN is 
safer than aspirin—and made safer still 
because children cannot pour or drink 
the medication from this new, exclusive 
safety container. 


available: botties of 50 cc., 1 gr. salicyl- 
amide per cc. : 


bettering baby care through specialized research 
* TRADEMARK FOR SALICYLAMIDE SUSPENSION, JOHNSON & JOHNSON. 
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FASTER HEALING, 
GREATER 
PATIENT COMFORT 


Whether cauterization, conization, other 
surgical operation or radiation of the cervix 
uteri is indicated, FuRAcin Vaginal 
Suppositories can aid materially. Administered 
before and after these procedures, they eliminate 
infection; minimize discharge, malodor and 
irritation; facilitate healing and provide a more 
rapid and comfortable convalescence. In 
conjunction with radiotherapy, they control 
infection .and thus contribute to “a better 
response of the malignant tissue to a given unit 
of radiation.” * Furacin Vaginal Suppositories 
do not cause monilial superinfection and are 
safe for prolonged use. 


FORMULA: 0.2% FuRAcin in water-miscible 
base; hermetically sealed in yellow foil. 


*Schwartz, J., and Nardiello, V.: Am. J. Obst, 65:1069, 1953. 


FURACIN: VAGINAL 


BRAND OF NITROFURAZONE SUPPOSITORIES 


ALSO AVAILABLE: FURACIN URETHRAL SUPPOSITORIES 


3 weeks post-cauterization, 
healing nearly complete 


PHOTOGRAPHS BY SCHWARTZ, AM. J. OBST. 63:579, 1952. 


an 


NITROFURANS 
a new class of antimicrobials—neither antibiotics nor sulfonamides 


prompt healing 
with aid of 


EATON LABORATORIES NORWICH, NEW YORK 


Furacin Vaginal Suppositories 
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as long as the cold or flu continues: 
subdue the symptoms, 
control the cough with 
ROMILAR 
The Complete Cold Formula 


RomiLar CF brings new comfort and ease to your patients 
with colds and other upper respiratory disorders by providing 
more complete control of the symptom complex. It combines 
the benefits of an antihistamine, a decongestant and an 
analgesic-antipyretic with the effective cough suppressant 
action of Romilar Hydrobromide—the non-narcotic cough spe- 
cific with codeine’s antitussive effect but without codeine’s 
side effects. 

Available in syrup or capsule form. One teaspoonful (5 cc) of 
Romixar CF syrup, or one RoMILAR CF capsule, provides: 


Romilar Hydrobromide (antitussive)................. 15 mg 
Chlorpheniramine Maleate (antihistamine).......... 1.25 mg 
Phenylephrine Hydrochloride (decongestant)........... 5 mg 
N-acetyl-p-aminophenol (analgesic-antipyretic)....... 120 mg 
RoMILAR® Hydrobromide— 


brand of dextromethorphan hydrobromide 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 


Original Research in Medicine and Chemistry 
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American Medical Women’s Association, Inc. 


BRANCH OFFICERS, 1957-1958 


ONE, WASHINGTON, D.C. 
President: Shirley Martin, M.D., 1746 K St. N.W., 
Washington, D.C. 


Secretary: Vita R. Jaffee, M.D., 6301 W. Halbert Rd., 
Bethesda, Md. 


Membership Chairman: Paula Kaiser, M.D., 4015 Brad- 
ley Lane, Chevy Chase, Md. 


Meetings held first Tuesday, October to May. 


TWO, CHICAGO, ILLINOIS 
President: Rose V. Menendian, M.D., 2400 Morse Ave., 
-Chicago 45. 
Secretary: Julia Apter, M.D., 7135 S. Jeffery, Chicago 
49. 


Membership Chairman: Charlotte Kerr, M.D., 728 S. 
Ashland Ave., Chicago 7. 


Meetings held monthly. 


THREE, MARYLAND 
President: Pearl Huffman Scholz, M.D., 11 Blythe- 
wood Rd., Baltimore 10. 


Secretary: Frances H. Trimble, M.D., 6006 Chailes- 
mead Rd., Baltimore 12. 


Meetings held first Thursday of month. 


FOUR, NEW JERSEY 
President: Sylvia Becker, M.D., 299 Clinton Ave., 
Newark. 


Secretary: Betty Sobel, M.D., 396 N. Arlington Ave., 
East Orange. 


Membership Chairman: Ella Coughlan, M.D., 10 Oak- 
wood, Orange. 


FIVE, PORTLAND, OREGON 
President: Miriam Luten, M.D., 308 Taylor St. Bldg., 
(919 Taylor St.), Portland 5. 


Secretary: Dorothy Vinton, M.D., 2455 N.W. Mar- 
shall, Suite 5, Portland 10. 


Dinner meetings held every two months, with a sym- 
posium on scientific topics of general interest. 


SIX, OMAHA, NEBRASKA 


President: Aileen Mathiasen-Sciortino, M.D., 6 Hall 
St., Council Bluffs, Iowa. 


Secretary: Louise M. Camel Farrage, M.D., 478 Elm- 
wood, Council Bluffs, lowa. 


EIGHT, NEW ORLEANS, LOUISIANA 


President: Georgiana J. von Langermann, M.D., 1430 
Tulane Ave., New Orleans. 


TEN, WISCONSIN 
President: Elaine Pedersen, M.D., 6040 W. Lisbon 
Ave., Milwaukee. 


Secretary-Treasurer: Mary Hall, M.D., 4042 N. Wil- 
son Drive, Milwaukee. 
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ELEVEN, SOUTHWESTERN OHIO 
President: Rae Hartman, M.D., 2002 Madison Rd., 
Cincinnati 8. 
Secretary: Emily E. Wright, M.D., 421 Burns Ave., 
Cincinnati 15. 


Meetings held second Tuesday, September, November, 
January, March, May. 


TWELVE, COLUMBUS, OHIO 


President: Shirley Armstrong, M.D., 1776 King Ave., 
Columbus 12. 


Secretary: Betsy Blackmore, M.D., 2625 Bethel Rd., 
Columbus 21. 


THIRTEEN, SAN DIEGO, CALIFORNIA 


President: Elizabeth Conforth, M.D., 7901 Frost St., 
San Diego. 


Secretary: Virginia Caspe, M.D., 328 Maple St., San 
Diego. 


Meetings held every other month on third Wednesday. 


FOURTEEN, NEW YORK, NEW YORK 
President: Adelaide Romaine, M.D., 35 W. 9th St., 
New York 11. 


Secretary: Margaret S. Tenbrinck, M.D., 235 E. 22nd 
St., New York 10. 


Membership Chairman: Estelle DeVito, M.D., 301 E. 
21st St., New York 10. 


FIFTEEN, CLEVELAND, OHIO 
President: Virginia Owen, M.D., 10704 Shaker Blvd., 
Shaker Heights. 


Secretary: Kathryn Lavrich, 30012 Dorothy Drive, 
Wickliffe. 


SIXTEEN, PITTSBURGH, PENNSYLVANIA 
President: Virginia E. Washburn, M.D., 4403 Center 
Ave., Pittsburgh 13. 


Secretary: Pauline M. Holland, M.D., Woodville State 
Hospital, Woodville. 


EIGHTEEN, NEW YORK STATE 
President: Anna P. Walsh, M.D., 391 Jersey St., Buf- 
falo 4. 


Secretary: Harriet Hosmer, M.D., 333 Linwood Ave., 
Buffalo 9. 


Membership Chairman: Marguerite P. McCarthy- 
Brough, M.D., 1811 W. Genesee St., Syracuse. 


NINETEEN, IOWA 
President: Ada Dunner, M.D., Bankers Trust Building, 
Des Moines. 


Secretary: Mary Croker, M.D., Manchester. 
Meetings held each April, in conjunction with state 
medical meeting. 


(Continued on page 22) 
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AN EXPERIMENT IN MEDICAL NOMENCLATURE 


INTRODUCING THE TERM: 


“cell examination 
for uterine cancer”’ 


The exfoliative cytological examination is called by some 
doctors the cytologic cervical test—by others the “Pap” smear 
test. In urging all women to have this test annually, we are 
calling it the cell examination for uterine cancer. 


Here are our reasons: 


Cytologic cervical test is a term which seems complicated to 
many women, 


“Pap” smear test is simple, but women we have talked to 
find the word “smear” unpleasant and disturbing, and it may 
add to their anxieties about pelvic examinations. 


Public relations advisors say that broadcasters and editors 
will dislike “smear” — and TV, radio and the press will be essen- 
tial to the success of this educational project. 


We have considered other terms but have at last agreed on 
cell examination for uterine cancer as the term which simply 
and accurately describes the keystone of this vitally important 
program. 


This test can help save thousands of women each year. In 
many parts of the country it is becoming widely accepted as a 
part of a routine checkup. As fast as county medical societies 
approve, our local Units will urge women to go to their physi- 
cians annually for a cell examination for uterine cancer. 
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the 9 months that matter... 


From the earliest months of pregnancy, 
through birth and lactation, Calcisalin 
offers nutritional support so important 
for both mother and child. 


A complete prenatal supplement. De- 
signed for routine use throughout preg- 
nancy, Calcisalin assures important 
vitamin and mineral benefits. The daily 
dose provides 


¢ vitamins and iron 

¢ calcium in usable form 

phosphate-eliminating 
aluminum hydroxide 


Provides usable calcium. Recent evi- 
dence indicates that phosphate-con- 
taining supplements can actually cause 


calcium blood levels to fall.'"> How- 
ever, Calcisalin supplies calcium in the 
usable form of the lactate salt. To 
absorb excess dietary phosphorus, 
Calcisalin also provides reactive alu- 
minum hydroxide gel. Thus the risk of 
inadvertently raising the phosphorus 
level to the point where it interferes 
with calcium absorption is avoided. 


Dosage: Two tablets three times daily 
after meals. Available: Bottle of 100 
tablets and 8-oz. reusable nursing bot- 
tles containing 300 tablets. 


References: 1. Obst. & Gynec. 1:94 (Jan.) 1953. 
2. Illinois M. J. 105:305 (June) 1954. 3. Bull. 
Margaret Hague Maternity Hosp. 6:107 (Dec.) 
1953. 4. Missouri Med. 5/:727 (Sept.) 1954. 5. 
J. Michigan M. Soc. 53:862 (Aug.) 1954. 


Calcisalin’ 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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Advantage of 


Menstrual Tamponage 
confirmed by 18-year study’ 


tests involving 5000 women indicate that... 


f Unmarried women can use vaginal tampons!:? 


J Tampons do not cause erosion of the 
cervix, vagina or labia’ 


vA Tampons do not irritate the vaginal mucosa’? 
Tampons do not block the menstrual flow':* 
Tampons minimize menstrual odor’? 


Tampons are comfortable ...help the 
psychological attitude toward menstruation’? 


References: 

1. Karnaky, K. J.: Clin. Med. 3:545 

2. Dickinson, R. L.: Jl. A.M.A. 128:490 

3. Karnaky, K. J.: West. Jl. Surg., Ob., & Gyn., 51:150 
4. Thornton, M. J.: Am. Jl. Ob. & Gyn., 46:259 

5. Sackren, H. S.: Clin. Med., 46:327 


TAMPAX” 


for internal menstrual hygiene 
Three absorbencies to meet varying requirements: 
Tampax Super, Tampax Regular, Tampax Junior 
For professional samples and reprints, please write: 


Tampax Incorporated 
Palmer, Massachusetts 
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Problem 
in Any 


Practice 
Every time this patient - 


comes in she has a different 

symptom—usually the result 
of a disturbed nervous system. 
She needs help to quiet her fears 
and anxieties. 


Butisol Sodium gives calming, tranquiliz- 
ing ‘‘daytime sedation’’— its action and 
safety have been tested in the crucible of 

mass clinical use throughout the years. 


BUTISOL SODIUM® 


BUTABARBITAL SODIUM 


} 
LABORATORIES, INC. 
PHILADELPHIA 32, PA. a 


TABLETS 15 mg. (%gr.), 30 mg. 
C/” gr.), SO mg. (% gr.), 100 mg. 
G'’gr.), R-A (Repeat Action) 
3Omg.and60Omg. 
ELIXIR, 30 mg. (% gr.) 
perS cc. 
CAPSULES, 
100 mg. gr.) 
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American Medical Women’s Association, Inc. 


BRANCH OFFICERS, 1957-1958—(Continued 


TWENTY (BLACKWELL), DETROIT, 
MICHIGAN 
President: Katheryn L. O’Connor, M.D., 14301 Grand 
River Ave., Detroit 27. 


Secretary: Dorothy D’Sena, M.D., 22470 Nona, West 
Dearborn. 
Meetings held five times a year. 


TWENTY-THREE, LOS ANGELES, 
CALIFORNIA 


President: Juyne M. Tayson, M.D., 5414 N. Figueroa 
St., Los Angeles 12. 


Secretary: Ethel M. Hamilton, M.D., 5740 York Blvd., 
Los Angeles 42. 


Membership Chairman: Elizabeth Mason-Hohl, M.D., 
1234 Vermont Ave., Hollywood. 


TWENTY-FOUR, KANSAS 
President: Mary T. Glassen, M.D., Phillipsburg. 
Secretary: Ruth P. Spiegel, M.D., Formosa. 
Next meeting will be held on call. 


TWENTY-FIVE, PHILADELPHIA, 
PENNSYLVANIA 


President: Catherine B. Hess, M.D., 338 E. Gowen 
Ave., Philadelphia 19. 
Meetings held three times a year. 


TWENTY-SIX, MINNESOTA 
President: Della G. Drips, M.D., Oronoco. 


Secretary: Nellie N. Barsness, M.D., 540 Lowry Medi- 
cal Arts Bldg., St. Paul. 


TWENTY-NINE, ATLANTA, GEORGIA 
President: Dorothy Jaeger-Lee, M.D., 3825 Wieuca 
Rd., N.E., Atlanta 5. 
Secretary: Marguerite Louisa Candler, M.D., 3092 
Argonne Drive, N.E., Atlanta 5. 


Membership Chairman: Edna Porth, M.D., 3130 Maple 
Drive, N.E., Atlanta 5. 
Meetings held third Saturday, alternate months. 


THIRTY, UPPER CALIFORNIA 
President: Mary C. Thompson, M.D., 450 Sutter St., 
San Francisco 8. 


Secretary: Joan Davidson, M.D., 2107 Van Ness Ave., 
San Francisco. 


THIRTY-ONE, MISSISSIPPI 
President: Eva L. Meloan, M.D., 964 N. State St., 
Jackson. 


Secretary: Ruth R. Burroughs, M.D., 2912 N. State 
St., Jackson. 


THIRTY-TWO, WESTERN 
NORTH CAROLINA 
President: Ethel Brownsberger, M.D., 75 Henderson- 
ville Rd., Biltmore. 


Secretary: Louise Galloway, M.D., 25 Arthur Rd., 
W. Asheville. 
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THIRTY-THREE, FLORIDA 
President: Mary C. Patras, M.D., 8340 N.E. Second 
Ave., Miami 38. 


Secretary: Minerva Gordon, M.D., 541 Lincoln Rd., 
Miami Beach. 


THIRTY-FOUR, ARKANSAS 
President: Elizabeth D. Fletcher, M.D., 705 Donoghey 
Bldg., Little Rock. 


Secretary: Martha M. Brown, M.D., State Hospital, 
Little Rock. 


THIRTY-FIVE, PUERTO RICO 
President: Alice Reinhardt, M.D., Santorio Insula, Rio 
Piedros. 


Secretary: Maria Amelia Pares, M.D., Professional 
Building, Santurce. 


THIRTY-SIX, ALAMEDA COUNTY, 
CALIFORNIA 


President: Miriam Rutherford, M.D., 2929 Summit 
St., Oakland. 


Secretary: Dorothy McDonald, M.D., 2490 Channing 
Way, Berkeley. 


THIRTY-SEVEN, SEATTLE, WASHINGTON 
President: Phyllis Leibly, M.D., 4530 51st St., N.E., 
Seattle. 


Secretary: Lily E. Schoffman, M.D., 828 Fourth and 
Pike Bldg., Seattle. 


THIRTY-EIGHT, LONG BEACH, CALIFORNIA 


President: Primitiva D. Demandante, M.D., 1322 Ava- 
lon Blvd., Wilmington. 

Secretary: Margaret Wright, M.D., 4562 Linden Ave., 
Long Beach. 


THIRTY-NINE, BOSTON, MASSACHUSETTS 

President: Esther Silveus, M.D., 63 Bay State Rd., 
Boston. 

Secretary: Mary Phyllis Wentworth, M.D., 508 Bea- 
con St., Boston. 

Membership Chairman: Dera Kinsey, M.D., 134 Wel- 
lesley St., Weston. 


FORTY, DALLAS, TEXAS 
President: Harriet Nora Rogers, M.D., Courthouse, 
Dallas. 


Secretary: Mary Agnes Hopkins, M.D., 1035 Medical 
Arts Bldg., Dallas. 


(Continued on page 24) 


Please report all changes in Branch officers 
and chairmen as soon as possible to American 
Medical Women’s Association, 1790 Broadway, 
New York 19, N.Y. 
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Executive 


His determination is vigorous, his methods direct, his persistence unsurpassed. 


His patience is limited, but his charm is limitless. 


His household is efficiently organized to conform to his schedule and comply with his every 


request. This young executive knows what he wants and knows how to get it. 


\ANS'¢ 


This advertisement con- 
forms to the Code for 
Advertising of the Physi- 
cians’ Council for Infor- 
mation on Child Health. 


He is an S-M-A baby. 


Sound Infant Nutrition 


Wijeth 


® 
Philadelphia 1, Pa. 


Concentrated Liquid 
Instant Powder 


: 
= 
: 
= 
ay 
a 
& 
Ss 
a 
4 
ia 
— 
} 
| 
a 
z 
a 
z 
¢ 
on 
| 
viet 
Xe 


AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC- 
BRANCH OFFICERS, 1957-1958 


(Continued) 


FORTY-ONE, SOUTHEAST VIRGINIA 
President: Hertha Riese, M.D., Route 2, Box 397, 
Glen Allen. 


Secretary: Maysville Owens Page, M.D., 2904 Rugby 
Rd., Richmond. 


FORTY-TWO, HOUSTON, TEXAS 


President: Ethel E. Erickson, M.D., 2044 Dryden Rd., 
Houston. 


Secretary: Marga H. Sinclair, M.D., 3707 Ingold, 
Houston. 


FORTY-THREE, THE ALAMO, 
SAN ANTONIO, TEXAS 


President: Mary Mitchell Henry, M.D., 601 Medical 
Arts Bldg., San Antonio. 


Secretary: lone Huntington, M.D., 647 New Moore 
Bldg., San Antonio. 


Membership Chairman: Pearl Zink,, M.D., 615 Medi- 
cal Arts Bldg., San Antonio. 


FORTY-FOUR, MARICOPA, PHOENIX, 
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in establishin 


Following the establishment of desired eating patterns—the main- 
tenance of the acquired habits is most important. Here, Obedrin and the 
60-10-70 Plan can be valuable aids to both the physician and patient. 


Obedrin provides: Formula: 


Methamphetamine for its proven anorexigenic and mood- Semoxydrine® HCI 
lifting effects. (Methamphetamine HCl) 
Pentobarbital 


Pentobarbital as a balancing agent, to guard against Ascorbic Acid 


excitation. 
Vitamins B, and B, plus niacin to supplement the diet. 


Ascorbic acid to aid in the mobilization of tissue fluids. Bi dr, 


2. Freed, S.C.: G.P. 7:63 (1953) . 
3. Sherman, R.J.: Medical Times, 82:107 (Feb. 1954) 
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Three steps a: necessary — 

i? 

correct eating patterns 
4 
@ balanced eating pian” 
seiec meaication 
€ and the GO-10-70 Basic Pian oe 
a 
Thiamine Mononitrate ....... O.5mg. 
Nicotinic Acid _ 
— 


A ftlexitbie dosage form 
for predictabie effect 


Obedrin tablets provide a flexible dosage form which may be 
prescribed to depress the appetite at peak hunger periods. 
The pentobarbital content assures minimal central nervous 
stimulation, and the 60-10-70 Basic Plan provides for a balanced food 
intake with sufficient protein and roughage. 


A flexible dosage form 


Minimal central nervous stimulation 
Vitamins to supplement the diet 
No hazards of impaction: 
forwarded only at 


= ® request. Write for 
Menus, weight charts, enc 
samples of Obed: 


and the GO-10-70 Basic Plan > 


Bristol, Tennessee . New York . Kansas City . San Francisco THE S. E. MASSENGILL COMPANY 
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An effective anorexigenic agent If 
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Now... 
triple 
protection 
for your 
patient 


LANTEEN JELLY 


The preferred LANTEEN diaphragm and jelly 
technique of contraception affords extra benefits to 
patients susceptible to trichomonas reinfestation 
and moniliasis. LANTEEN jelly is not only spermi- 
cidal, but also trichomonastatic and moniliastatic. 
No need to change to condom method. No extra cost. 


LANTEEN contraceptive jelly enables all your patients to use continuously the 

safest conception control method. Even your problem patients do not have to 

interrupt the diaphragm-jelly technique. The evident increase in the incidence of 

moniliasis suggests the use of a contraceptive that has been shown in the lab- 

oratory to be moniliastatic. Also, LANTEEN jelly’s proven activity against tricho- 

monas can aid in preventing reinfection with this organism by the male partner. 
Write for complete details of LANTEEN’s triple protection. 


NOTE: LANTEEN JELLY IS NOT A TREATMENT FOR CLINICALLY ACTIVE MONILIASIS OR TRICHOMONIASIS 


LANTEEN JELLY CONTAINS RICINOLEIC ACID 0.50%, HEXYLRESORCINOL 0.10%. cHLoRoTHYMOL 0.0077%, 
SODIUM BENZOATE AND GLYCERIN IN A TRACACANTH BASE. DISTRIBUTED BY GEORGE A. BREON & COMPANY, 
1450 BROADWAY, NEW YoRK 18, N.Y. (IN CANADA: E. & A. MARTIN RESEARCH LTD., 20 RIPLEY AVE., 
TORONTO, CANADA) MANUFACTURED BY ESTA MEDICAL LABORATORIES, INC., CHICAGO 38, ILLINOIS. 


Prescribe LANTEEN JELLY for comprehensive conception control. 
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Outstanding benefits in therapy established ACHROMYCIN 
Tetracycline in the treatment of more than 50 different 
infections. 


Now, new, rapid-acting ACHROMYCIN V Capsules offer 
more patients consistently high blood levels with the same 
broad anti-infective spectrum of the pure unaltered crystal- 
line tetracycline HCI molecule of ACHROMYCIN, same low 
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incidence of side effects, same dosage and indications. 
New ACHROMYCIN V Capsules do not contain sodium. 


Tetracycline HCI Buffered with Citric Acid 


REMEMBER THE V WHEN SPECIFYING ACHROMYCIN V 


CAPSULES: (blue-yellow) 250 mg. tetracycline HCI (buffered with citric acid, 250 mg.); 100 mg. tetracycline HCI 
(buffered with citric acid, 100 mg.). ACHROMYCIN V DOSAGE. Recommended basic oral dosage is 6-7 mg: 
per Ib. body weight per day. In acute, severe infections often encountered in infants and children, the dose should be 
12 mg. per Ib. body weight per day. Dosage in the average adult should be 1 Gm. divided into four 250 mg. doses. 


LEDERLE LABORATORIES DIVISION. AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK C Lederie ) 
*Reg. U.S. Pat. Off. 
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LILLY AND COMPANY e 


BEST 


Combines palatability with effectiveness 


An entirely new manufacturing 
process has made Liquid “Trisogel’ a 
really palatable antacid. Its creamy, 
smooth texture and mild mint flavor 
assure you wholehearted patient ac- 
ceptance. An adult taste panel en- 
thusiastically selected “Trisogel’ for 
texture, flavor, and color over all 
other formulas and formula varia- 
tions tested. 


‘Trisogel’ combines the prompt 
antacid action of aluminum hydrox- 
ide with the more sustained effect 
of magnesium trisilicate. 


In the treatment of peptic ulcer, 
the usual adult dose is 1 or 2 table- 
spoonfuls every one to three hours. 


Available in 12-ounce bottles at 
pharmacies everywhere. 


*Trisogel’ (Magnesium Trisilicate and Colloidal Aluminum Hydroxide, Lilly) 


INDIANAPOLIS 6, 


INDIANA, 


U.S.A. 


862200 
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Cerebrovascular Accidents 


Marguerite Schwyzer, M.D. 


BECAUSE OF THE INCREASING AGE of our pop- 
ulation, we are called upon frequently to treat 
cerebrovascular accidents. For these patients 
suffering strokes we must develop a course of 
treatment that will give them the maximum 
return of function. At best, it should enable 
them to return to their former job—at least, 
teach them to take care of themselves in every- 
day life. 

A cerebrovascular accident is the most com- 
mon neurological disease and may be outlined 
as follows: 


1. Thrombosis 
. Embolism—aseptic and septic 
. Intracranial hemorrhage 
A. Intracerebral hematoma 
B. Rupture of a blood vessel into the 
brain substance and breaking through 
to the subarachnoid space 
C. Ruptured aneurysm 
4. Transient, reversible cerebral phenomena 


wh 


SYMPTOMATOLOGY 


In the event of thrombosis, the clinical pic- 


Dr. Schwyzer is Clinical Instructor of 
Medicine at the University of Minnesota, 
Minneapolis. 
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ture has its familiar wide range of manifesta- 
tions. Although the patient is usually in the 
older arteriosclerotic age group, thrombosis 
can occur in children and in adults in their 
twenties."'* There may or may not be prodro- 
mal symptoms of transient weakness. The on- 
set is usually sudden, though not abrupt, but it 
may be gradual. Many times the patient wakes 
up with hemiparesis and does not notice his 
weakness until he attempts physical exertion. 
If the onset occurs while he is awake, it may 
cause him to slump to the floor. The patient 
may or may not lose consciousness but he is 
without severe systemic symptoms. He may 
pass into coma during sleep, the coma usually 
one not lasting for days. Convulsions are in- 
frequent unless the thrombosis is of the motor 
cortex or the patient has syphilis of the central 
nervous system.° 


The blood pressure on admission may be 


deceptive and variable.' Neurological signs de- 
pend on the site and size of the lesion. Unless 
there has been a previous cerebrovascular ac- 
cident there is only one defect, the most com- 
mon being hemiplegia, with or without aphasia. 
Special attention has recently been paid to in- 


ternal carotid artery thrombosis.* The inter- . 


mittent tvpe of symptomatology that is some- 
times encountered should be stressed. The 
cerebrospinal fluid is clear and the pressure 
within normal limits. There may be a slightly 
elevated temperature, a leukocytosis of minor 
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degree, and a small amount of albumin and 
sugar in the urine. The diagnosis is made by 
excluding embolism and hemorrhage. 

Mention also should be made of “little 
strokes,” described by Alvarez as follows: 
“One of the commonest diseases of man is a 
slow petering out toward the end of life, and 
one of the commonest ways of petering out is 
that in which the brain is slowly destroyed by 
the repeated thrombosis of small sclerotic 
blood vessels.”’** 

Cerebral thrombosis is often associated with 
other diseases and conditions. One shou!d 
think of: (1) head injury, (2) myocardial in- 
farction, (3) arteriosclerosis, (4) syphilis, (5) 
polycythemia vera, (6) brain tumor, (7) hy- 
potension,*** (8) thromboangiitis obliterans of 
the cerebral vessels, (9) acute systemic infec- 
tion and marasmus in children, (10) venous 
sinus thrombosis, and (11) pneumonia. 

Prognosis must be guarded. About one 
fourth of the patients die during the first 
month of their illness, but some make a re- 
markable recovery and improvement can con- 
tinue for as long as one year. An important 
prognostic factor is the prestroke personalit:’ 
of the patient. 

Cerebral embolism is similar to cerebral 
thrombosis, in that they are both occlusions 
of blood vessels. The clot may, however, be 
septic. It occurs in a younger age group. The 
onset is always sudden and the patient is more 
likely to have a convulsive seizure. There is, 
of course, a source of emboli, and often, the 
heart is the source—during auricular fibrilla- 
tion that stems from rheumatic or arterioscle- 
rotic heart disease, in myocardial infarction, or 
in subacute bacterial endocarditis. Other 
sources of emboli are aneurysms, suppurative 
pulmonary disease, and thrombophlebitis. 
However, the path taken by the embolus of 
thrombophlebitis from the right to the left 
side of the heart is not known. 

Here should be mentioned the clinical pic- 
ture of many scattered small defects resulting 
from successive showers of emboli. The spinal 
fluid is under normal pressure and clear, un- 
less a mycotic aneurysm has ruptured and 
broken through into the subarachnoid space. 
In the younger patient, the prognosis is better 
than in the older arteriosclerotic group; how- 
ever, the over-all mortality is about 40 per 
cent.* 

Intracranial hemorrhage is the rupture of a 
blood vessel somewhere within the cranial 
vault. The bleeding may be from a blood ves- 


sel in the brain parenchyma, the blood accu- 
mulating in the brain, with or without some 
of the blood escaping into the subarachnoid 
space. This intracerebral hematoma is a space- 
occupying lesion similar to a brain tumor. If 
some of the blood from the hemorrhage into 
the brain parenchyma breaks through to the 
subarachnoid space, it often is called a sub- 
arachnoid hemorrhage. The bleeding may be 
from a ruptured aneurysm of a vessel out- 
side the brain substance, which is referred to 
as primary subarachnoid bleeding. (We are 
not considering hemorrhages resulting from 
trauma. ) 

The three variants of intracranial bleeding 
represent three different situations, yet at first 
may resemble each other. The onset of all 
three is during ordinary activity and is often 
abrupt, even violent, but may be gradual. 
Frequently there is a sudden, severe head- 
ache, vomiting, not uncommonly a convulsive 
seizure, immediate coma, or no loss of con- 
sciousness. The lesion is progressive. The pa- 
tient is always prostrate, in contrast to the 
lack of systemic symptoms in thrombosis. If 
there is blood in the spinal fluid, the signs in- 
clude those of aseptic meningitis and are pro- 
gressive after onset, changing and shifting 
with or without a permanent defect. Often 
there are signs of increased intracranial pres- 
sure: elevated blood pressure, elevated tem- 
perature and increased respiration, and de- 
pressed pulse rate that increases terminally. 
There is leukocytosis. The cerebrospinal fluid 
is bloody; five hours after the onset of bleed- 
ing it becomes xanthochromic. The exception 
to this is that if an intracerebral clot has not 
broken through into the subarachnoid space, 
the spinal fluid is clear. 

Most hemorrhages are from aneurysms, my- 
cotic, which are caused by arteriosclerotic 
plaques or emboli, or congenital. Other causes 
of bleeding are scurvy, blood dyscrasia, hem- 
orrhagic encephalitis, and blood vessel damage 
owing to noxious agents such as arsphenamine 
or sulfonamides. The prognosis in hemorrhage 
is less favorable than in thrombosis or em- 
bolism. About 50 per cent of patients die 
within four days of onset.’ It is a common 
cause of sudden death. 

To differentiate hemorrhage from throm- 
bosis further, it is helpful to remember that 
the following signs, although occurring in 
both hemorrhage and thrombosis, occur more 
frequently in hemorrhage. 

1. Onset with sudden, severe headache, 
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vomiting, convulsive seizure, or immediate 
unconsciousness 

2. Abnormalities in depth, rate, rhythm, or 
sound of respiration 

3. Higher incidence of hemorrhage in age 
group 40 to 50 years 

4. Higher blood pressure range but normal 
blood pressure not rare in patients with either 
hemorrhage or thrombosis 

5. Abnormalities in the eyes: conjugate de- 
viation of the eyes or head and eyes, unilateral 
dilatation of pupils, total loss of pupillary light 
reflex 

6. Stiff neck, Babinski signs, elicited bilat- 
erally, quadriplegia 

7. Signs of progression of cerebral lesion 
after onset, changing and shifting with or 
without a permanent defect 

8. Initial white blood cell count very high 
without complication to account for it? 

9. Elevation of blood sugar level, or albu- 
min and sugar in the urine if brain damage is 
extensive 

One must differentiate between the various 
tvpes of hemorrhage. An intracerebral hema- 
toma behaves like a brain tumor. If the bleed- 
ing is fast, the patient will die. One should 
suspect a cerebrovascular accident of being 
an intracerebral clot if the patient goes down- 
hill, or if there is increased intracranial pres- 
sure, deepening coma, or progressive neuro- 
logical signs. A roentgenogram of the skull 
may reveal the shift of a calcified pineal body 
or an arteriogram show the shift of blood 
vessels. In certain instances the evacuation of 
the clot may save the patient’s life. 

In the case of rupture of a blood vessel in 
the brain substance, with blood breaking 
through to the subarachnoid space, the patient 
is usually hypertensive. The spinal fluid is al- 
ways bloody. Coma of long duration and high 
temperature suggest a poor prognosis. 

The patient with a ruptured aneurysm of 
the circle of Willis is usually in the younger 
age group. He may have a history of migraine. 
The onset, while sometimes gradual, is more 
often the classic picture of sudden, severe, 
tearing, spreading headache, with vomiting, 
coma, and convulsive seizure. The patient, 
however, may remain conscious. In either case 
he is prostrate. About half the patients die with 
the first bleeding.t An untreated aneurysm 
may bleed again at any time. The question of 
when to do arteriography and when to 
operate should be fully discussed with the 
neurosurgeon. 
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The reversible, transient, vascular phenom- 
ena such as vasospasm, vasoparalysis, vaso- 
paresis, near stroke, edema, and _ ischemia 
without occlusion are concepts that are dis- 
cussed a good deal.° There may be small 
thromboses that cause slight dysfunction, and 
from which the patient is able to recover by 
using neighboring structures to compensate 
for his defect. Out of the realm of unsubstan- 
tiated conjecture is the vasospasm in migraine 
and convulsive seizures which has been studied 
exhaustively.’ 

The differential diagnosis includes: (1) the 
cerebrovascular accidents that have been de- 
scribed previously, (2) other intracranial le- 
sions, and (3) other causes of coma. 

The intracranial lesions other than cerebro- 
vascular accidents may be listed as follows: 

1. Head injury with concussion, contusion, 
laceration, and depressed fracture. In the case 
of a depressed fracture, the patient may have 
a convulsive seizure, which changes the state 
of consciousness, changes the neurological 
signs, and, if treated with barbiturates, com- 
plicates the picture even further. Since pa- 
tients with cerebrovascular accidents often 
fall, head injury is not infrequent. 

2. Epidural hematoma. 

3. Acute subdural hematoma. This and epi- 
dural hematoma result from rapid bleeding 
into the cranial cavity, one of the very few 
medical emergencies. The classic picture, a 
short period of unconsciousness followed by a 
lucid period and then again coma, may be re- 
placed by one in which the two comas merge. 

4. Chronic subdural hematoma. This occurs 
days or weeks after slight trauma or spon- 
taneous bleeding. The patient is unable to stay 
awake and has a headache and impaired in- 
tellect. He shows signs of increased intracra- 
nial pressure, often without localizing signs. 
The spinal fluid pressure may be elevated or 
within normal limits. When a patient with a 
supposed cerebrovascular accident goes down- — 
hill, a chronic subdural hematoma is suggested. 
It is also well to bear in mind the frequent co- 
incidence of subdural hematomas with hyper- 
tension and alcoholism. A film of the skull and 
burr holes do very little harm and may save 
the patient’s life. 

5. Brain tumor. A neoplasm is to be sus- 
pected if there has been a long-standing, un- 
explained, previous headache; small cerebro- 
vascular accidents with progressive neurologi- 
cal signs; a small amount of hemiparesis and 
much mental deterioration; convulsive sei- 
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zures; a spinal fluid under increased pressure; 
or an elevated spinal fluid protein level. 

6. Brain abscess. 

7. Granuloma (gumma or tuberculoma). 

8. Cyst (hydatid or cysticercus). 

Causes of coma other than cerebrovascular 
accidents are as follows: 

1. Diabetic coma. 

2. Hypoglycemic coma. 

3. Postconvulsive coma of so-called idio- 
pathic epilepsy. A history of seizures naturally 
suggests it, as do scars on the face or bite 
marks on the tongue. The blood pressure and 
cerebrospinal fluid are within normal limits. 
There are no focal signs. Bilateral Babinski 
signs may be elicited. 

4. Acute alcoholism. This is often associ- 
ated with intracranial lesions, especially head 
injury. 

5. Drug poisoning. The stomach contents, 
blood, and urine may be tested for barbitu- 
rates or narcotics. 

6. Uremic coma. The patient is very sick 
with headache, vomiting, and dyspnea. Muscle 
twitching is usually present. Cerebrovascular 
accidents are common in these patients. 

7. Acute encephalitis or meningitis. 

8. Hypertensive encephalopathy. The pa- 
tient is very sick with acute nephritis, eclamp- 
sia, or malignant hypertension. 

9. Hypersomnia of hypothalamic disease. 

10. General paresis. 
11. Hysteric trance and other psychiatric 
disorders. 


DIAGNOSIS 


The diagnostic approach should include a 
detailed history from the patient, if this is ob- 
tainable, and from friends or family; anyone 
witnessing the episode that brings the patient 
to the doctor also should be questioned. The 
past history, system review, family history, 
and social history are all important. The phys- 
ical examination must include as complete a 
neurological examination as is possible under 
the circumstances. Under no condition should 
the pupils be dilated for funduscopy, as this 
spoils the eye signs that are so vitally impor- 
tant in following the progress of the disease. 
Examine the head for injuries. Does the patient 
respond to pin pricks even if only on the soles 
of his feet? Has he a hemisensory or a hemi- 
plegic defect? Is there a corneal reflex? If the 
patient’s face is paralyzed on the side of cor- 
neal stimulation, watch the reaction of the 
other eye. A poor prognostic sign is the ab- 


sence of superficial abdominal reflexes in a pa- 
tient in whom they were previously present. 

The laboratory work should consist of a 
complete blood count, urinalysis, and Wasser- 
mann test. Nonprotein nitrogen or blood urea 
and blood sugar determinations are not neces- 
sary but would be interesting. 

For a successful lumbar puncture, the pa- 
tient must be lying down and in a good posi- 
tion. A firm mattress is almost essential if the 
procedure is to be done in bed, which is usual- 
ly the case when the patient is critically ill. 
The patient should lie on his side with a pil- 
low under the head, not under the shoulders, 
and the knees and chin should be brought as 
close together as possible, with the shoulders 
and buttocks each in a straight vertical plane. 
It often helps to grasp the bent upper knee 
and push the thigh back until the buttocks are 
in proper position. The greatest help is a nurse 
skilled in assisting with spinal taps. If the pa- 
tient is reassured about the doctor’s stopping 
temporarily when told by the patient that he 
has excessive pain, it is usually unnecessary to 
use procaine. The initial pressure should be 
recorded. Jugular pressure should not be ap- 
plied since it raises intracranial pressure. After 
the needle has been withdrawn, the area can 
be gently massaged to help close the defect left 
by the needle. It is well to remember that the 
spinal fluid can seep out from the puncture 
wound into the surrounding tissues for some 
time. 

Spinal fluid is collected for a blood cell 
count, protein determination (if clear), and 
Wassermann test. One tube is set aside to ex- 
amine for xanthochromia by comparing it to a 
similar tube of water, and then it is taped to the 
foot of the bed to save for comparison with the 
spinal fluid of the next lumbar puncture; an- 
other tube is reserved for bacteriological 
smear and culture if meningitis is not ruled out 
definitely.* Since blood cells may disintegrate, 
the spinal fluid should be examined promptly. 
Always shake the spinal fluid well before ob- 
taining a specimen for microscopic examina- 
tion. A small amount of acetic acid in the tube 
will cause the red blood cells to disintegrate, 
and rinsing out a white blood cell pipet with 
methylene blue leaves enough dye to stain the 
white blood cell nuclei. 


Xanthochromia is produced by disinte- 
grated red blood cells. It has been known to 
appear within five hours after intracranial 
bleeding. In at least one case it has been noted 
that 12 days after a ruptured aneurysm the 
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spinal fluid was again clear (without xantho- 
chromia) and the spinal fluid protein within 
normal limits. If the spinal fluid is not clear, 
a spinal fluid protein determination is mean- 
ingless. A red blood cell count of approxi- 
mately 500 on the spinal fluid will give a rise 
of 1.0 mg. per cent to the spinal fluid protein. 
One can remove the red blood cells by cen- 
trifugation, but even this does not give a reli- 
able determination. 

All patients suspected of head injuries 
should have roentgenograms of the skull and 
cervical spine. A careful search should be made 
for fractures, depressed fractures, and pineal 
shift. It is wise for the doctor to accompany 
the patient to the department of roentgenog- 
raphy. Four experienced people can move a 
patient from bed or stretcher to the roentgen- 
ray table with very little discomfort or danger 
to the patient. An electrocardiagram is taken 
if a diagnosis of myocardial infarction is en- 
tertained. The neurosurgeon will do arterio- 
graphy, ventriculography, or put in bur holes 
to look for subdural hematomas as indicated. 


TREATMENT 


In the treatment of a patient with a cerebro- 
vascular accident there are only a few specific 
measures applicable under certain circum- 
stances. A lumbar puncture done promptly as 
an emergency procedure in a patient with 
dangerously elevated intracranial pressure 
rarely saves the patient’s life; usually the bleed- 
ing continues, possibly more profusely because 
of the lowered spinal fluid pressure. Treat- 
ment for patients with aneurysm, epidural and 
subdural hematomas, brain tumors, depressed 
fractures, and an_ occasional intracerebral 
hematoma is neurosurgery. The others can be 
treated symptomatically. If patients with ob- 
vious complications are treated and those 
complications that may occur are guarded 
against, many may be rehabilitated who might 
otherwise be lost by neglect. Above all, let us 
avoid the four cardinal sins: (1) allowing the 
bladder to become infected, contracted, and 
fibrosed; (2) encouraging foot drop; (3) per- 
forming careless suctioning; and (4) allowing 
a relative or nurse to slap and shake an un- 
conscious patient in an effort to awaken him. 

Since the nonspecific measures are of great 
importance let us consider the orders one by 
one. 

1. On serious list. If the patient is sick 
enough to be admitted to a hospital, it is well 
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to warn the relatives of a possible turn for the 
worse. 

2. Bed rest. Since many of the patients are 
elderly and the elderly do poorly in bed, the 
order for bed rest must be changed as soon 
as possible. 

3. Footboards. A cradle or a simple wide 
board will prevent the sheets and blankets 
from pressing the feet into plantar flexion. In 
some cases half-casts at night are helpful. 

4. Sideboards. If the patient is irrational, 
sideboards are necessary. They may, however, 
upset the patient or he may climb over them. 
It is better to have a nurse or sensible relative 
sit with the patient or for him to be trans- 
ferred into a large ward under the watchful 
eyes of a nurse and numerous patients. 

5. Restraints. Restraints should be used 
only if absolutely necessary. Try reassuring 
the patient and making him comfortable. Say 
to him, “I am so and so. I am familiar with 
your problem. I am here to help you.” Leave 
a light on in the room. See if his bladder is 
full. Has he been given too much sedation? If 
he has had none, give him a mild sedative. Re- 
quest a back rub or a bed bath immediately if 
the nurses or attendants have time. 

6. Position changes. Change position in bed 
every hour. As soon as the patient is able to 
move himself the order can be discontinued; 
however, when the patient cannot do it him- 
self, it is imperative that it be done for him 
in order to prevent pneumonia and bed sores. 
The cause of bed sores is neglect. The skin of 
the patient’s back and sides should be examined 
daily at rounds. If the danger signal of a red 
area is present, this should be discussed with 
the nursing staff. 

7. Airway. Only in coma is an airway nec- 
essary. Remove regularly for cleaning. A 
clogged airway is worse than none. 

8. Oxygen. If the patient is cyanotic or 
having difficulty in breathing, oxygen is indi- 
cated. 

9. Fluids. If the patient cannot take fluids 
by mouth, intravenous use of glucose and ade- 
quate amounts of sodium and potassium must 
be given. 

10. Nourishment. Feeding through a stom- 
ach tube is risky because patients may vomit 
and aspirate some stomach contents. Plasma, 
given intravenously, is a very good means of 
keeping up the nitrogen balance, which helps 
to prevent bed sores. In patients who can’swal- 
low, but whose appetite is so poor they have z 
difficulty ingesting adequate amounts of pro- a 
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tein, one can try plasma in beer. Plasma is 
tasteless in contrast to the various commercial 
protein concentrates. 

11. Supplementary vitamins. 

12. Catheterization. Catheterize every eight 
hours and as required. The patients, however, 
are often incontinent. This contributes to the 
development of bed sores. An indwelling 
catheter must then be inserted and the tube 
from the indwelling catheter pinned to the 
drawsheet with much leeway so that there will 
be no tension on the catheter. Antibiotic 
therapy must be planned very carefully to pre- 
vent infection by drug-resistant bacteria such 
as staphylococci, and the bladder must be di- 
lated four times a day to prevent contraction. 
There are three ways in which the dilatation 
can be accomplished. The tube can be 
clamped off four times a day for an hour 
or more to allow the urine to collect in the 
bladder, or pressure irrigation or tidal drain- 
age may be employed. It should be em- 
phasized that, unless the urine is sterilized and 
the bladder dilated, the patient will have an 
infected, contracted, fibrosed bladder in two 
weeks. 

13. Barbiturates or codeine. Barbiturates or 
codeine may be given if absolutely necessary. 
Older people often do not tolerate barbitu- 
rates well; barbiturates should never be given 
to a patient in pain until after the pain has been 
relieved. Morphine must never be given be- 
cause it depresses respiration and the cardio- 
vascular centers, spoils the eye signs, and in- 
creases intracranial pressure. 

14. Suction. Unless properly done, suction 
can do more harm than good. We have all seen 
the bloody noses and heard the high-pitched, 
intermittent whistle as portions of respiratory 
mucosa were sucked off the cyanotic patient. 
The proper method of suctioning is: 1. Insert 
the tube with the suction turned off. 2. Turn 
the suction on strong enough to remove the 
secretion but not so strong as to damage the 
respiratory mucosa. 3. Slowly remove the tube 
while rotating it gently. 4. Wait until any 
spasm caused by the procedure is over; then 
repeat the procedure. Later, if there is no 
danger in elevating the foot of the bed, 
postural drainage helps to clear the trachea. 

15. Vital signs. Record blood pressure, 
pulse, and respiration every hour and temper- 
ature every four hours or oftener. As soon as 
possible, request recordings less often. 

16. Precautions. Call the physician if: (1) 
blood pressure goes over 170/110 or below 


120/70 mm. Hg; (2) pulse goes over 120 or 
below 60 per minute; (3) respiration goes over 
30 or below 16 per minute; or (4) tempera- 
ture goes to 103 F or over. By these criteria 
the nurses know when the physician should 
be called. 

17. Observations. Observe the state of con- 
sciousness and the pupils. Explain to the nurse 
the use of a spoken phrase, such as, the pa- 
tient’s address and telephone number, or the 
use of the pin prick. Explain that you want 
her to observe the size of the pupils, to notice 
if both are the same size, and to note the di- 
rection in which the eyes wander. 

18. Intake and output. Measure and record 
intake and output, although this is not always 
necessary. 

19. Enemas. Enemas are given as required. 
Diarrhea may mean impaction. 

20. Exercise. Passive and active exercise of 
all extremities in all directions should be started 


on the first day to prevent contractures and 


ankylosis. If no physiotherapist is available, 
the nurses can do this three times a day, such 
as, before each meal, and the doctor can do it 
once on rounds. 

21. Treatment of any systemic disease pres- 
ent. The specific treatment of syphilis and 
subacute bacterial endocarditis is especially 
indicated. 

22. Consultation with the neurosurgeon. It 
is our grave responsibility to diagnose the spe- 
cifically treatable diseases: hematomas (intra- 
cerebral, subdural, and epidural), aneurysms, 
brain tumors, and depressed fractures. If these 
are suspected the neurosurgeon should be 
consulted. 

23. Up in chair. As soon as a patient with a 
thrombosis or an embolism is conscious, ra- 
tional, and has a cerebrospinal fluid within nor- 
mal limits, he may sit up. A patient with cere- 
bral hemorrhage should stay on bed rest for at 
least three weeks. 

24. Elevating paralyzed extremity. If the 
limb is edematous, elevation and passive exer- 
cise will help decrease the swelling. 

25. Rehabilitation. Rehabilitation is a new 
specialty that is contributing greatly to the de- 
gree of recovery of these patients. The patient 
and the physiotherapist should begin work to- 
gether on the first day if possible. Early and 
persistent active and passive movement pre- 
vents contractions and ankylosis. As soon as 
spasticity develops, muscles can be trained and 
strengthened. The patient can be given a rub- 
ber ball to exercise his fingers. Speech therapy 
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also is best when started early. The therapist 
can help encourage the patient and work with 
him for many months and until all possible 
function has been recovered. 

26. Restriction of visitors. Allow only the 
immediate family to visit and instruct them 
not to tire the patient or to try to awaken 
him if he is unconscious. 

There are some forms of treatment about 
which there are differences of opinion. 

1. Oxygen. Some physicians routinely give 
oxygen; however, high oxygen has a vasospas- 
tic action and thus decreases cerebral blood 
flow. High carbon dioxide with low oxygen is 
the strongest cerebral dilator known.’ 

2. Dehydration. Some give 10 per cent glu- 
cose in water solution for three days. Others 
give 25 per cent serum albumin. This, in any 
case, is good nutrition. There is some evidence 
that aminophylline has cerebral vasodilator ac- 
tion. If magnesium sulfate is given as a cathar- 
tic, enemas will be unnecessary. 

3. Vasodilators. Histamine or intravenous 
use of nicotinic acid or procaine is considered 
by some physicians to be as effective as stellate 
ganglion block. 

4. Venesection in hypertensive patients. 

5. Repeated spinal taps for increased intra- 
cranial pressure. 

6. Stellate ganglion Therapeutic 
effects are usually of very short duration, 
and it is questionable if the prognosis is in- 
fluenced at all. It is very difficult to evaluate 
the results of this treatment because patients 
with cerebrovascular accidents frequently re- 
cover spontaneously and sometimes suddenly. 
Since this is a treatment contraindicated for 
intracranial bleeding, it is well to insist on the 
following four requirements before consider- 
ing a patient for a stellate ganglion block: no 
hypertension; no blood or xanthochromia in 
spinal fluid; cerebrospinal fluid protein level 
within normal limits; and, preferably, no head- 
ache, because traction and displacement, which 
cause the head pain, may be the result of intra- 
cranial hemorrhage. 

7. Anticoagulants in the case of thrombosis. 

It is well to re-emphasize the need for cor- 
rect diagnosis so that there is proper treatment 
of patients with cerebrovascular accidents. It 
is especially important to find the blood clots, 
aneurysms, neoplasms, and depressed fractures 
for which there is specific treatment and to 
provide the many nonspecific undramatic 
measures that can help a patient regain the 
maximal function and independence. 
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SUMMARY 


Cerebrovascular accidents are common. A 
course of action to achieve the maximum re- 
turn of function in these patients depends on 
the proper diagnosis, to find the specifically 
treatable diseases of aneurysm, intracerebral 
hematoma, subdural hematoma, brain tumor, 
depressed fracture, and the various diseases as- 
sociated with strokes, and on patience and per- 
sistence in carrying out many nonspecific, un- 
dramatic measures until all possible improve- 
ment has taken place. 

In reaching a diagnosis we must keep in 
mind: (1) thrombosis, which is a single attack 
resulting in one defect without progression or 
severe systemic symptoms; (2) embolism, 
which resembles thrombosis, which may oc- 
cur in showers and be septic, and for which 
there is a source; (3) the three types of intra- 
cranial hemorrhage, which are progressive le- 
sions, which cause prostration, which usually 
are associated with shifting neurological signs 
and aseptic meningitis, and which often are as- 
sociated with signs of increased intracranial 
pressure, fever, and leukocytosis. The spinal 
fluid at first is bloody, then, in five hours, xan- 
thochromic, except in patients with an intra- 
cerebral clot, in which case it is clear. The 
three types of intracranial bleeding are intra- 
cerebral hematoma, so-called subarachnoid 
hemorrhage, and primary subarachnoid hem- 
orrhage. We must also rule out other in- 
tracranial diseases and other causes of coma. 

The pupils should not be dilated for fun- 
duscopy. The spinal fluid from each lumbar 
puncture should be compared with that ob- 
tained previously. Roentgenograms of the 
skull are indicated when fracture, depressed 
fracture, and pineal shift are suspected. An 
arteriogram may be necessary to locate an 
aneurysm or the shift of blood vessels owing 
to intracerebral clot. 

The only specific treatment is neurosurgery. 

Nonspecific treatment aims at avoiding the 
six most serious consequences of cerebrovas- 
cular accidents: an infected, contracted, fi- 
brosed bladder; foot drop; contracture and 
ankylosis; injuries caused by improper suc- 
tioning; decubitus ulcers; and injuries caused 
by forcible attempts to waken the unconscious 
patient. Nonspecific treatment also aids in the 
return of function by adequate nutrition, 
early and persistent active and passive exer- 
cises, instruction in relearning speech or move- 
ments necessary for daily life, and especially 
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by encouragement to the patient to maintain 
a cheerful, hopeful outlook. It is also wise to 
warn the patient’s relatives that his judgment 
will be somewhat impaired. 
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As for treatment about which there is a dif- 


ference of opinion, unless one is doing well- 
controlled research, the best policy is, “When 
in doubt, don’t do it.” 
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NELLIE N. BARSNESS, M.D. 
Guest Editor 


Dr. Nellie N. Barsness, Guest Editor of the Branch Twenty-Six issue of the JourRNAL in 
January, 1955, once again has collected articles and material from Minnesota for this issue. 

Dr. Barsness was graduated in 1902 from the University of Minnesota Medical School. 
Postgraduate work in Chicago, New York, Berlin, and Vienna included the study of oto- 
rhinolaryngology, ophthalmology, and dermatology, which were incorporated into her prac- 
tice. Dr. Barsness joined the French Army in World War I and was appointed ophthalmol- 
ogist in a hospital where gassed soldiers were treated. 

In 1952 she became a member of the Fifty Club of Minnesota. 

Dr. Barsness states that of all her years in practice, the first 14 were the most interesting. 
Her internship at Luther Hospital, St. Paul, was served at the time roentgenography and old 
tuberculin (OT) were being introduced at the hospital for therapy as well as diagnosis. 

Dr. Barsness is past Regional Director for the Northwest Central region of the AMWA 
and Past-President of Branch Twenty-Six. 
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Trichomonas Vaginitis: A New Perspective 


Jane E. Hodgson, M.D. 


Every YEAR THERE ARE new methods of 
treatment advocated for that common gyne- 
cological disorder, trichomonas vaginitis. In 
the various specialty journals, scientifically re- 
spectable articles describe elaborate, time-con- 
suming treatment programs that ultimately 
cost the patient as much as major pelvic sur- 
gery or obstetric care. And after the patient 
has completed her course of therapy, the 
chances of recurrence range anywhere from 
30 to 50 per cent. On this one point most 
authors agree’. 

During the past 15 years I have tried nu- 
merous drugs and have even abetted the 
pharmaceutical houses in their search for 
newer and more effective remedies. My pa- 
tients have used a large variety of medica- 
ments. They have douched faithfully and fre- 
quently with solutions ranging in pH from 3 
to 8, depending on the most popular current 
trend. 

It would appear that much has been made 
over a minor disorder that is probably not in- 
fectious, is definitely not venereal, and that 
amounts to nothing more than discomfort to 
the patient, which is rarely severe in character. 
The repeated taking of smears and cultures 
inculcates in the patient’s mind the “infectious” 
nature of the illness, and a negative smear be- 
comes more desirable to the patient and the 
doctor than what should be the ultimate goal; 
namely, permanent patient comfort. Over the 
vears I gradually have arrived at some conclu- 
sions regarding this condition and the factors 
that seem to affect permanent patient comfort. 
These I would like to discuss briefly. 

It would seem important to eliminate the 
idea of infectiousness. Let us no longer con- 
centrate merely on obtaining a negative smear 


Dr. Hodgson is on the Attending Staf} 
of Charles T. Miller Hospital, Midway 
Hospital, and Ancker Hospital, St. Paul. 
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or culture. Rather let us find what is faulty 
with the patient’s mode of living, or feminine 
hygiene, which may be responsible for the re- 
currence of trichomonas vaginitis. Recent 
workers have shown that with special culture 
techniques, Trichomonas vaginalis can be cul- 
tured from every vagina from infancy 
through older age. It is extremely unlikely 
that rectal contamination plays any role in 
this disorder. At any rate, let us not worry 
the patient with detailed instructions about 
the correct direction to be used in wip- 
ing the perineum. It apparently has never oc- 
curred to those who give such instructions 
that perineal pads as well as most clothing, if 
worn loosely enough to be comfortable, will 
slip freely between the anal and vaginal orifices 
during the course of a woman’s normal activi- 
ties and change of position. 

Why do some individuals suffer with an 
overwhelming number of organisms of the 
type that produce a symptomatic vaginitis? 
Putting the patient’s mind at rest regarding the 
nature of the disorder is sufficient therapy in 
many cases. In regard to the asymptomatic 
cases in patients routinely examined, I usually 
mention the findings to the woman and offer 
her treatment if she so desires it. In the case 
of the infertile patient, treatment is definitely 
advocated. 


Vatinitis appears to be associated with 
wearing tight clothing over the perineum. In 
two teen-agers who were in the habit of wear-: 
ing tight pants under their pajamas at night, 
vaginitis began shortly after this habit was be- 
gun, Other cases apparently began with the 
frequent wearing of tight underpants, wet 
bathing suits, shorts, jeans, slacks, and tight 
pantie girdles, as well as the continuous use of 
perineal pads to prevent soiling of lingerie. 
Patients are advised to change their clothing. 
habits, for example, by wearing a nightdress 
instead of pajamas and a girdle without any 
perineal covering. Although it is sometimes 
difficult to convince patients of the impor- 
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tance of such aeration, particularly when 
vaginal discharge has been very heavy, if 
they are urged to try the new regimen ini- 
tially at home, they soon realize the increased 
comfort obtained and, as the vaginal discharge 
decreases, are willing to wear an open girdle 
at all times. 

The only scientific explanation for the ex- 
cellent results obtained with this regimen is the 
known inhibiting effect of increased aeration 
and lowered temperatures on the trichomonad. 
Other authors have observed the increase of 
symptoms after dilatation and curettage or 
following more formidable operations of the 
generative tract. It was felt that reasons for 
these findings were obscure. In the case of such 
recurrences I believe there are several factors 
that contribute to the exacerbation. These are: 
the increased temperature due to warm bed 
covering during the enforced bed rest; the 
more common wearing of perineal pads fol- 
lowing surgery; and the definite decrease in 
aeration secondary to bed clothing and peri- 
neal pads. Another contributing factor would 
be the increased vaginal discharge secondary 
to dilatation and curettage or pelvic surgery, 
which would enhance the growth of the trich- 
omonad just as normal menstrual flow seems 
to produce a flare-up. Another likely explana- 
tion for the recurrence of vaginitis during 
menses is the fact that many women avoid tub 
bathing at this time. 

When a woman takes a shower, it is ex- 
tremely difficult to cleanse the perineum and 
vaginal outlet adequately. The taking of 
daily tub baths is an extremely important 
factor in controlling this condition. The fact 
that postoperative patients are so seldom al- 
lowed to be in the tub would help to account 
for the increase of symptoms in this group. 
Our patients are advised to add a small amount 
of Dreft or Vel or similar detergent to the tub 
and to soak for at least 10 to 15 minutes. In 
defense of the importance of tub bathing is the 
number of patients in whom a recurrence of 
trichomonas vaginitis recurs when lack of 
facilities forces them to discontinue tub bath- 
ing for showers. 

Kleegman® has written regarding the im- 
portance of drying the vagina—an extremely 
important factor. While douching affords tem- 
porary relief to many patients, it is annoying 
to many, troublesome, and time-consuming. 
Most women are extremely happy to eliminate 
it altogether. In the acute symptomatic cases 
drying suppositories are prescribed, to be in- 
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serted nightly after the detergent bath. Acetar- 
sone with hydrolyzed carbohydrates and a 
small amount of boric acid (Devegan) is the 
one | commonly use; however, there are many 
similar and equally effective drying tricho- 
monacides on the market, such as, p-carba- 
minophenylarsonic acid (Carbarsone), diiodo- 
hydroxyquin (Diodoquin), a diiodohydroxy- 
quinoline compound (Floraquin), and many 
others. The patient is advised to use the sup- 
positories nightly throughout the entire cycle, 
including the menstrual period. Greasy or 
gelatinous suppositories or jellies are not as 
effective and are much more disagreeable to 
use. In the most severe cases two suppositories 
are inserted nightly; they are later decreased 
to one as the discharge lessens. 

Antibiotic suppositories have produced 
spectacular results in a few instances. How- 
ever, the undesirable side effects can be worse 


_ than the original complaint. Antibiotics have 


no place in a benign disorder that has such a 
high rate of recurrence. The same is true of 
cortisone therapy. 

The new drug aminitrozole (Tritheon), 
given orally, produces toxic symptoms in some 
individuals, and its use for this condition 
would seem to fall in the same category as the 
antibiotics or cortisone. 

Frequently the vaginal smear will reveal de- 
creased estrogen effect. In such cases small 
doses of diethylstilbestrol (0.1 mg. daily) wil! 
quickly restore a normal type of vaginal mu- 
cous membrane and help to increase resistance 
toward the trichomonad as well as secondary 
invaders. Some authors have observed a 
quicker response to therapy in the group of 
women having normal menstrual cycles. This 
is obviously due to the fact that such a group 
will, on the whole, have a higher estrogen 
level, which produces a secondary beneficial 
effect on vaginal mucous membranes. Use of 
a tampon is not advised due to its traumatic 
effect, its interference with normal drainage, 
and its production of a foreign body reaction. 


SUMMARY AND CONCLUSIONS 


In summary, the following routine is advo- 
cated in the management of the patient with 
trichomonas vaginitis. 

1. Accurate microscopic diagnosis is made 
as clinical diagnosis alone is not reliable. Can- 
dida (Monilia) or bacterial-type vaginitis 
should be ruled out. 

2. The patient is persuaded to discontinue 
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wearing a tight perineal covering of any type. 
This includes the constant wearing of perineal 
pads, heavy pajamas, shorts, jeans, pantie 
girdles, or tight underpants. 

3. Daily detergent tub baths are prescribed. 
Showers are no substitute. 

4. Following the detergent type of tub bath, 
the vaginal insertion of a drying type of trich- 
omonacidal suppository is advised. Both tub 
baths and suppositories are continued through- 
out the menstrual cycle. 

5. Oral estrogen therapy (0.1 mg. daily of 
diethylstilbestrol) is advocated for those pa- 
tients showing a deficient estrogen effect on a 
vaginal smear. Douches and tampons are not 
allowed to interfere with the restoration of 
normal vaginal mucous membrane. 

6. With acutely uncomfortable patients, 
one vaginal insufflation with Devegan powder 
is performed at the time of the first office visit 
to provide immediate relief. 

7. Patients are told to return four weeks 
later at which time the effect of their home 
treatment is evaluated. A second smear is taken 
and the preceding points are re-emphasized to 
them, namely, the importance of aeration, de- 
hydration, cleanliness, proper clothing, and 
the chances of recurrence. They are advised 
to continue the above regimen indefinitely 
and are very willing to do so. Use of vaginal 
suppositories is usually discontinued after two 
to three months. Patients are advised to re- 
sume them in the event of any recurrence of 
symptomatology. Diethylstilbestrol therapy 
may be continued indefinitely depending 


upon the individual case. The dosage of 0.1 
mg. on alternate days will not interfere with 
the menstrual cycle or produce bleeding in 
the postmenopausal woman. Such a dosage will 
maintain a healthy vaginal mucous membrane 
in any individual showing signs of estrogen 
deficiency. A six month routine pelvic exami- 
nation is advised and the patient is then 
dismissed. 

Thus in two, or at the most three, office 
visits the patient with trichomonas vaginitis is 
taught how to control a condition that in it- 
self does not warrant an expensive series of 
office treatments. She is reassured about the 
benign nature of the condition and, most im- 
portant of all, is taught how to control recur- 
rences, thereby attaining for herself a perma- 
nent state of comfort. 
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Norwegian Cancer Society 


The annual report of the National Cancer Society reveals that Norwegians contributed Kr. 1.8 
million to the work of this voluntary organization in 1956, more than in any previous year. The 
Society allocated Kr. 600,000 to cancer research, and spent Kr. 300,000 toward expansion of hos- 


pital accommodations for patients with cancer. 


One of the two major projects launched last year involves mass examination of women with a 
view to detecting incipient breast cancer. In the first four target provinces, up to 98 per cent of all 
women 20 to 70 years of age came to be examined. The other major task was to map the smoking 


habits of public school students. Over 9,000 pupils at about 500 schools filled out questionnaires. . 


These data are now being processed for use in a nationwide drive against excessive smoking. 
Last year, altogether 7,600 new cases were reported to the National Cancer Register, as com- 


pared with 8,600 cases in 1955. The Register, established on the Society’s initiative in 1951, has ex- 
panded and consolidated its work. (From News of Norway, Sept. 12, 1957.) 
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ALL TOO FREQUENTLY, PSYCHIATRIC REFERRAL 
is omitted as part of the complete medical 
evaluation of a patient because the internist 
believes the psychiatrist will be too busy to 
treat the patient. The best-intentioned prac- 
titioner may rationalize failure of referral by 
some such device as recalling several letters he 
might have received from the psychiatrist of 
his choice in which it was said: “The patient 
could benefit from intensive psychotherapy 
but unfortunately I have no treatment time 
available.” Such a response implies that the 
psychiatric evaluation had no_ therapeutic 
meaning. Actually, quite the contrary may be 
the case. 


REALITY FACTORS 


Realistically viewed, the situation is that 
well-trained psychiatrists are at a premium. As 
the need for psychiatric evaluations becomes 
more apparent, demands on the psychiatric 
specialty multiply. This may lead to a hazard- 
ous impasse in which the internist will fail to 
refer because of his knowledge of these pres- 
sures and the psychiatrist in turn will slough 
his professional responsibilities, passively as- 
suming that he cannot possibly deal with all 
the demands made upon him. A more con- 
structive approach would seem to be that of 
refining psychiatric techniques so that more 
people could benefit constructively from the 
proper use of psychodynamic principles. The 
dynamic use of the therapeutic potential in- 


Dr. Griffin is a Consultant, Section of 
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Therapeutic Value of a Psychiatric Consultation 


Mary E. Giffin, M.D. 


herent in the psychiatric consultation is one 
step in this direction. 


ILLUSTRATIVE CASES 


Illustrative of a few of the therapeutic gains 
that can be made in the process of a psychia- 
tric consultation are the following cases. 


Case 1. A 9 year old boy was referred for evalu- 
ation because the pediatrician believed tonsillectomy 
psychologically was ill-advised. In the diagnostic ses- 
sion the boy exhibited entirely feminine play, scorn- 
ing the trucks, guns, and competitive games in favor 
of the dolls and furniture. His dreams and fantasies 
~eflected overwhelming fear of being physically hurt 
by angry feelings. The mother told of his adoption 
at the age of 5 weeks, of her unhappiness that the 
anticipated baby had not been a girl, and of her de- 
termination that “he would have to make up for it 
somehow.” 

As the psychiatric inquiry proceeded through a 
detailed discussion of the boy’s parental relationships, 
his interests, and his friends, the mother spontaneously 
said, “Why it sounds as if I’m talking about a girl.” 
Indeed, there was evidence that her unconscious rela- 
tionship to her son was that of a mother-daughter 
interchange. She had spent hours during his preschool! 
period baking bread and making candy, yet she could 
not remember ever having encouraged him in com- 
petitive games or in activities with his father. With 
chagrin she recalled the fact that to none of his birth- 
day parties had she invited any little boys: “There 
weren’t any boys in the neighborhood . . . he didn’t 
want any ... but I guess that was just a reflection 
of me... 1 always preferred having girls.” 

Further inquiry revealed a passive, “genteel” father, 
busy in his profession, too closely attached to his 
own mother, and unable to compete with men except 
in a quiet, intellectual manner. The mother com- 
mented on his complete lack of anger and then smil- 
ingly said, “I guess you psychiatrists would just say 
he’s repressed it.” 

She was aware of her own uneasiness when the 
neighborhood children squabbled and indeed had 


*The Mayo Foundation is a part of the Graduate 
School of the University of Minnesota. 
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fenced in the yard, presumably to save her garden 
but actually to keep out the normally aggressive boys 
next door. 

Her spontaneous comments after our description of 
her son’s play session were: “Well, the problem’s 
obviously with us. Give me six months. The first job 
is his birthday—we’ll get all the boys in his class to 
come ...and Saturday afternoons there'll be no 
more baking. He and his father will just have to find 
their own pleasure.” 

By the time one psychiatric session had been com- 
pleted, this mother had seen: (1) evidences of her 
unconscious drive to rear her child as a girl; (2) ra- 
tionalizations covering her own uneasiness at erup- 
tions of anger; and (3) reflections of her husband’s 
passive, noncompetitive constitution. 


Comment. Obviously, the psychiatric prob- 
lem in this case was not solved; but, at least, 
by means of one evaluating session, an intelli- 
gent, well-intentioned mother could under- 
stand that developmental trends required dif- 
ferent handling and that familial patterns 
needed changing if her son were to grow into 
something other than a caricature of a daugh- 
ter. She herself recognized that a surgical pro- 
cedure, unless imperative, was ill-timed for her 
anxious, passive, noncompetitive son. 


Case 2. A 16 year old high school sophomore was 
“dragged” to psychiatric consultation by her unwit- 
tingly dishonest mother under the guise of “going to 
the clinic.’ Her mother had explained over the tele- 
phone that she felt her daughter “needed some coun- 
seling” about obesity, irritability, and cynicism. In 
spite of definite counsel to do so, the mother had not 
informed the girl that she was to see a psychiatrist 
until the girl arrived at the clinic building. It was 
clear to the psychiatrist that a girl of 16 years needed 
to be regarded as an independent agent and that she 
ought not to have been coerced into coming for con- 
sultation. In spite of the probability that the girl 
might benefit from psychotherapy, our first task was 
that of avoiding any semblance of deceptive manipu- 
lations. The problem was that of using this one evalu- 
atory session to achieve the utmost therapeutic value. 

Rather than pursue symptoms or family history, the 
psychiatrist sought to uncover the patterns of family 
dishonesty. The psychiatrist commented frankly on 
the fact that the mother had been asked in the tele- 
phone conversation with the psychiatrist to tell her 
daughter what was planned and that the mother had 
disregarded that request, so far as orienting the girl 
about the prospect of psychiatric evaluation was con- 
cerned. Other distortions were investigated. 

At first the girl could not talk; then, gradually, she 
erupted with a diatribe on her mother’s deceit. Ex- 
ample after example was given in angry detail. For 20 
minutes this continued with increasing intensity. Dur- 
ing the quiet after the storm the psychiatrist gently 
commented, “And of course you do this too?” The 
girl looked astounded, blushed, and then guiltily an- 
swered, “Maybe the problem isn’t just with mother.” 
To this the psychiatrist commented, “No, but perhaps 
without realizing it she had a good deal to do with 
its beginning.” 
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For another half-hour the previously defensive, 
sullen, and cynical child discussed her conviction that 
her mother preferred the girl’s thin, attractive twin 
sister, whom the girl described as a “clotheshorse, just 
like mother.” 

The girl’s conscious relationship with her father 
was far more comfortable, for they had shared many 
interests together when she had been in grade school. 
However, this appealing description of her father 
suddenly stopped as if in mid-stream, Then, sadly, 
she said, “But, you know, ever since I’ve been a teen- 
ager we don’t do things together.” To the psychia- 
trist’s subsequent query she answered, “Yes the 
weight troubles began then. Seems like dad got scared 
off. You don’t s’pose I got so lonely and mad I had 
to eat, do you?” The psychiatrist merely smiled and 
said, “Perhaps.” 

The interview was terminated by a reinforcement 
to the effect that the girl was always welcome to re- 
turn, but that thereafter she was to make her own 
appointment. 


Comment. It seems clear that in this paren- 
tally motivated but dishonestly administered 
referral an irritable, cynical, and obese girl: 
(1) recognized and verbalized conscious anger 
about deceit; (2) related the onset of obesity 
to the time of lessening emotional interchange 
with her father; and (3) began to visualize 
obesity as simply another manifestation of 
angry defiance of her thin, emotionally dis- 
tant, and critical mother. 


In this case there are deep-seated problems 
behind both the obesity and the girl’s char- 
acterological traits, but the initial interview 
cleared the air for her subsequent thinking 
about her problems. It seemed probable that 
she would seek subsequent psychiatric treat- 
ment, this time at her own volition. 


Case 3. A 10 year old girl was referred for evalua- 
tion of a movement disorder, varyingly described as 
“chorea” and “tics.” Results of pediatric and neuro- 
logical examinations were negative, with the excep- 
tion of quick, voluntary, purposeful-appearing facial 
grimacing and head-nodding. There was no evidence 
of choreiform movements. The pediatrician recom- 
mended psychiatric evaluation, carefully explaining 
to the mother, and correctly so, that no treatment 
would be available but that psychiatric therapy, if in- 
dicated, necessarily would be carried out at home. 


The girl appeared to be depressed and on the verge 
of tears. She denied jealousy toward her younger 
brother, yet agreed that her tics had begun coinci- 
dentally with his birth. The mother described with 
shamed remorse her outbursts of temper toward her 
daughter when the girl had been small; she herself 
had, in turn, been extremely ashamed of and angry 
about her own mother’s syphilitic illness and death.- 
The mother was able to realize that she “had taken 
it out on the child.” As she said, “I was so glad when 
her brother came along. I treated him ever so gently 
and never let Dorothy show any jealousy.” She pro- 
ceeded to describe her awareness of the vacillation in 
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discipline “which must only make her [the daughter] 
more confused.” 


Comment. Behind the daughter’s tics is far 
more of a psychopathological process than 
merely sibling jealousy. There is a pattern of 
poorly integrated expression of parental anger 
and vacillating discipline. However, in the 
course of the psychiatric evaluation, the child 
verbalized an apparent connection between the 
onset of her present illness and the birth of her 
brother. 

As for the mother, she: (1) recognized her 
displacement of anger from her own mother 
to the child, and (2) became aware of her com- 
plete suppression of her daughter’s feelings of 
jealousy. The mother was able to recognize 
that disciplinary and sibling rivalry patterns 
needed changing and that her own needs fre- 
quently had found expression through her 
daughter. 


THE MEANING OF THE INTERVIEW 


The dynamically conducted psychiatric in- 
terview is not merely a refined diagnostic tool 
permitting the collection of data that reveal 
unconscious conflicts. It is also a highly charged 
personal experience for the patient, and fre- 
quently it becomes so for the psychiatrist. The 
patient’s reaction to the psychiatrist as an in- 
dividual may be significant. 

If the patient’s early experiences have been 
hostile and rejecting, he will tend to be nega- 
tivistic and critical. Properly timed comments 
may serve definitely therapeutic purposes. 
Illustrative is the problem presented by a 40 
year old, edentulous, worn-looking mother of 
a 2 year old boy who did not talk. The pedia- 
trician had been shocked and verbally critical 
when he inadvertently interrupted the mother’s 
beating of the child because the boy would not 
sit still. 

The mother had kept her psychiatric ap- 
pointment “because my husband didn’t want 
me to come, and I always use every oppor- 
tunity to go against him.” The psychiatrist 
said nothing about this remark but simply 
asked about the incident described by the 
pediatrician. Angrily the mother retorted, “I 
don’t see why everyone makes so much over 
the beating; it’s no different than what I got 
from my father.” The psychiatrist asked her to 
recall her own feelings about one of these 
beatings, to which she responded by comment- 
ing on how “selfish, pigheaded, and cruel” her 
husband was. The psychiatrist’s response sug- 


gested that emotionally she equated her hus- 
band with her father, to which she angrily 
blasted, “If you mean I wanted to get away 
from them both: yes.” Carefully the mother 
was led back to the initial request to share her 
feelings about her own beatings. After repeated 
defensive sorties she was finally able to share a 
little of her strong feelings of impotence, un- 
fair treatment, and inability to express her 
anger as a child. “No child should have such a 
cruel father. He was so awful you could not do 
anything.” 

Then suddenly she terminated the interview 
with a statement, “But this is all poppycock— 
I came because my child wasn’t talking.” The 
psychiatrist quickly replied, “Perhaps he feels 
as you used to,” and permitted the interview to 
terminate. Later the mother requested the 
name of the psychiatrist, telling the pediatri- 
cian, “I might just use it.” 

It seems apparent that in this brief contact 
with the mother of a regressed child the 
mother experienced: (1) a physician who 
understood her anger toward her child as a 
displacement of anger she had herself felt to- 
ward her father, and (2) a supportive but di- 
rect-speaking authority figure who interpreted 
the patient’s hostile attitudes toward the phy- 
sician rather than retaliating. 

In contrast, if childhood experiences have 
been unusually “civilized” with unnecessary 
repression of anger, there may be offered in 
the psychiatric interview an opportunity to 
free up some of the suppressive forces. This 
was seen during the short diagnostic session 
with the father of the previously described 9 
year old boy (case 1). The psychiatrist, un- 
avoidably detained for an hour at the hospital, 
reached the office to find this busy, responsible 
professional father waiting far too patiently. 
Without a complaint the father placatingly ac- 
cepted the psychiatrist’s excuse, rigorously 
denying that he had been made impatient by 
the delay. Throughout the interview he was 
pleasant, soft-spoken, and uninspired. 

The interviewer commented on the father’s 
overcontrolled voice and lack of emotionally 
spontaneous comments, even when discussing 
his son’s problems. The father replied that 
“emotions only get you into trouble,” to which 
the psychiatrist added, “and give you lots of 
fun.” The father, a thoughtful and honest 
man, paused several minutes and then said, 
“Yes, it may be true that I don’t know how to 
have fun.” When the psychiatrist noted tears 
in the father’s eyes, he commented that he 
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must be angry, to which the father said, “Irri- 
tated, perhaps, but not angry.” To this the 
psychiatrist commented on his distrust of 
anger; there was a long and thoughtful pause 
followed by the comment, “My father’s father 
almost killed a man in a fist fight—I suppose 
maybe my father and all the rest of us have 
been scared.” 

Of course, it is realized that the lifelong, 
family-learned defense of repression cannot be 
overcome by a simple interpretation. There 
must be experiential interchange in a psycho- 
therapeutic or other highly important personal 
relationship before the repressed emotions can 
reach expression. However, the therapeutic ex- 
perience of gaining some intellectual under- 
standing into the historical need for the strong 
defenses can be a preliminary step in helping 
the individual to gain emotional freedom and 
growth. 


It is not alone the intellectual correlation of 
present patterns and attitudes with previous 
experiences that is of value. It is also therapeu- 
tic for the patient in the psychiatric interview 
to experience a new kind of physician-patient 
relationship. Since the province of the psychia- 
trist is interpersonal relationships, he considers 
it appropriate to recognize dishonesty, inap- 
propriate anger and compliance, and undue 
laughter or disinterest as he sees them during 
the interview. Often, for the first time in the 
patient’s life, the psychiatric interview means 
that an interested but emotionally uninvolved 
adult person comments on unhealthy emotion 
or behavior. Patients find it startling but help- 
ful to realize their inappropriate laughter about 
a sad event, or their highly charged anger over 
a slight irritation, since such a realization fre- 
quently enables them to come to sense some of 


the overdetermined sources of their feelings. 
Even more challenging to both physician and 
patient is the experiencing of comments about 
dishonesty. 

Young assistants frequently are highly 
anxious about confronting a parent with the 
charge of deceptiveness to a child; yet, as an 
experienced fellow in psychiatry recently said 
supportively, “Go ahead, try it. You'll find the 
parent will be relieved.” And so it was found 
to be by the young physician who learned, as 
we all do, that the physician-patient inter- 
change in a psychiatric setting is growth- 
stimulating for both participants. The impres- 
sion of the young physician was strengthened 
later when the parent whom he had hesitated 
to challenge thanked him profusely for “hav- 
ing opened her eyes” to her lying. 


SUMMARY 


Frequently we overlook the therapeutic 
value of the psychiatric evaluation. Partic- 
ularly in the process of collaborative inter- 
viewing of a child and his parents can thera- 
peutic benefits be achieved in the course of the 
dynamically conducted diagnostic sessions. 
Not only is it possible for behavioral patterns 
to be defined historically, but these patterns 
often can be correlated with the unconsciously 
determined reaction to the psychiatrist. Such 
correlations can serve a useful therapeutic 
purpose that may stimulate reorientation of be- 
havior. Finally, such a “corrective emotional 
experience,” even though it must be a minor 
one, can catalyze motivation of psychological- 
ly sensitive and gifted patients to seek defini- 
tive psychotherapy. 


STUTTERING 


Dr. Elise S. Hahn, Associate Professor of Speech, University of California, states that the best 
way to help a person who stutters is to be a good listener. Show interest in what that person is 
saying and make him feel comfortable and relaxed. Avoid such common responses as pretending - 
not to notice the stutter, saying “take it easy,” or pronouncing the troublesome word yourself. 
Even during a long attack of stuttering, she states, it is easier for the stutterer if you appear casual 
and look directly at him. (From Scope Weekly, Courtesy of The Upjohn Company, Kalamazoo, 


Mich.) 
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VITAMIN C 


A Public Health Service scientist has dis- 
covered that there is a “missing step” in the 
body’s ability to produce vitamin C, which 
may explain the cause of one of man’s most 
dreaded of ancient diseases, scurvy. According 
to Dr. J. J. Burns, a biochemist at the Service’s 
National Heart Institute, National Institutes of 
Health, the “missing step” is common only to 
man, monkeys, and guinea pigs. All other 
mammals have the ability to produce vitamin 
C, Dr. Burns said. 

Scientists have known for years that vitamin 
C plays an essential role in human nutrition. It 
keeps blood vessels, bones, and teeth in a 
healthy condition and prevents and cures 
scurvy, a rare condition today but once a 
dreaded disease. Medical scientists, however, 
have been searching for years for the reason 
why man, monkeys, and guinea pigs, alone 
among the mammals, are unable to manufac- 
ture vitamin C for themselves, and must rely 
upon the food they eat for their supply. 

A research finding that seems to explain this 
inability is offered by Dr. Burns in a report in 
a recent issue of the British journal Nature. Dr. 
Burns reports that man, monkeys, and guinea 
pigs are missing an enzymatic step found in all 
other mammals that converts a product of 
sugar metabolism in the body (L-gulonolac- 
tone) into vitamin C (ascorbic acid). The 
missing enzyme system was uncovered by 
tracing similar amounts of L-gulonolactone ad- 
ministered to rats and guinea pigs. Previous 
work had established L-gulonolactone as a 
forerunner of vitamin C in the liver of the rat, 
an animal capable of manufacturing its own 
vitamin C. It was observed in this experiment, 
however, that while the rats converted the 
forerunner, L-gulonolactone, into the vital 
vitamin C, the guinea pigs did not. Further ex- 
perimentation with human, rat, monkey, and 
guinea pig livers in the test tube corroborated 
these results. 

Scurvy, which can be a fatal disease, is char- 
acterized by bleeding gums, anemia, and 
weakness. Though rarely seen today, the diet 
of a large part of the world is inadequate and 


Medical Highlights 


many people are suffering from “borderline” 
deficiencies. 


EFFECTS OF CURARE 


An international symposium on modern 
medical developments in the use of curare was 
held in Rio de Janeiro during the month of 
August, organized under the auspices of the 
United Nations Educational, Scientific and 
Cultural Organization, the University of 
Brazil, and the Brazilian Research Council. 

Curare is a poison that South American 
Indians use on the tip of their arrows and darts. 
An alkaloid, curare paralyzes muscle because 
it interrupts the chemical reaction of impulse 
transmission. How that is accomplished was 
studied by a team led by Professor Chagas, and 
its findings were transmitted to the assembled 
scholars. 

In essence he has isolated a chemical in mus- 
cle tissue that provides the bridge in transmis- 
sion of electrical impulses from nerve to mus- 
cle. The substance is a cellular component that 
Brazilian researchers identified as a glycopro- 
tein and called Fraction X. 

When an impulse originating in the brain 
reaches a nerve, it polarizes the glycoprotein 
acting as a receptor and releasing a chemical 
agent known as acetylchlorine, which in turn 
transmits an impulse, or brain order, to the 
muscle. 

The whole process is known as synapsis, but 
the existence of glycoprotein as a receptor of 
impulses and a bridge in impulse transmission 
had not been heretofore known. 

Professor Chagas, 46 years old, is head of 
the Biophysics Institute in Rio and chairman 
of a United Nations scientific committee for 
the study of the effects of atomic radiation on 
living animals. 

His team of three women and three men 
working in a laboratory in the School of Medi- 
cine building at the University of Brazil came 
upon their discovery when studying the ef- 
fects of curare, an Indian arrow poison, on the 
nervous system. Curare has been used for years 
in surgery because of its action in relaxing 
muscle tissues. (From Brazilian Bulletin, Nov. 
15, 1957). 
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SMALLPOX 


No less than 18 countries were infected with 
smallpox by international travelers last year, 
and as a result 8 of them suffered epidemics of 
this quarantinable disease, according to the 
World Health Organization Committee on In- 
ternational Quarantine. 

At a recent meeting in Geneva, the Commit- 
tee warned against any relaxation of vaccina- 
tion measures against smallpox and called for 
the use of potent vaccines as well as correct 
vaccination procedures. Moreover, the Com- 
mittee stressed the need for medical and other 
personnel who come in contact with travelers 
to maintain a high level of immunity against 
smallpox by repeated vaccination. In the 
course of these epidemics, some doctors treat- 
ing tourists caught the infection and died. 

The eight countries where smallpox epidem- 
ics took place were: Ceylon, Ghana, Iran, 
Italy, Lebanon, Sierra Leone, Sudan, and 
United Kingdom. The countries where small- 
pox was imported without spreading to the 
population were: Argentina, Federated Repub- 
lic of Germany, Greece, India, Iraq, Jordan, 
Netherlands, Paraguay, Syria, and Uruguay. 


“WITCH DOCTORS” 


In the course of magicoreligious rituals, 
whether they take place in the African bush, 
the South American forest, or among the 
Navaho of arid Arizona, magic potions are 
imbibed, which very often contain highly ef- 
fective drugs, and magic manipulations and 
purification rites are performed, which corre- 
spond largely to our own physiotherapy. 

The drug serpasil, for instance, so beneficial 
in high blood pressure and mental disease, is 
not a synthetic drug, like some of its prede- 
cessors (the arsenicals, or the sulfa-drugs) but 
is derived from a plant, Rauwolfia serpentina, 
which, for decades, medical missionaries in 
Africa had vainly pointed out to western 
pharmacologists as a very effective drug of 
primitives. 

Serpasil is only one of many drugs of primi- 
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tive origin which play an important role in our 
present-day pharmacopoeia. We mention here 
only such dramatically effective species as 
strophantine, the heart drug; emetine, used in 
amoebic dysentery; and picrotoxine, the stim- 
ulator of respiration in barbiturate poisoning. 

Cocaine and quinine once came from Peru. 
It would be useless to enumerate here all the 
effective emetics, purgatives, expectorants, and 
diuretics known to be used by primitives. It is 
quite obvious that besides useless substances— 
as they occur in all pharmacopoeias, even in 
our own—primitive pharmacopoeias contain a 
surprising percentage of effective drugs in 
spite of the magic ideas which govern their 
use. (Extract from UNESCO Courier). 


NEVER TOO OLD TO LEARN 


In a house in Bihar (India), which one of the 
nurses in training is visiting following a con- 
finement, I found that the grandmother had 
given a mosquito net to mother and baby in- 
stead of the usual set of brightly colored 
clothes for baby. Shyly she told me that as it 
was really too hot for the baby to wear silk 
suits she had thought—after seeing a film about 
the spread of malaria by mosquitoes—that a net 
would be more useful. (Jean Tinch, WHO 
Nurse with the Bihar Maternal and Child 
Health Project.) 


HEALTH EDUCATION 


A health education poster showing a tooth- 
brush dangling on a string in front of a shark 
with white, shiny teeth, which was used in 
New Zealand to promote dental hygiene, was 
sent to one of the South Sea Island groups for 
the same purpose. 

The only result was that the local people 
immediately asked what was this new kind of © 
bait for catching sharks. Reason? In many of 
the Islands in this group a toothbrush has never 
been seen. Instead fibrous roots or sugar cane 
stalks are used for cleaning the teeth. 
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At the beginning of 1958 I would like to extend a warm greeting to every 
woman in medicine in the United States whether or not she holds membership 
in the AMWA. 

All medical women in this country are indebted to the early members 
of this Association for their crusade against injustice and prejudice. 
Likewise, all are represented in its present work. Each woman doctor, 
therefore, should understand the present program and consider whether she 
should lend her support or work toward its alteration. 

As opposed to the early projects that seemed to Set women apart, the 
current emphasis motivates members to work more closely with their male 
colleagues in sharing responsibility in all medical organizations and in 
civic duty. 

No one can challenge the fact that, individually, women physicians are 
making a fine contribution to their patients and the welfare of the 
community in which they work. In addition to this, those who are members 
of AMWA give financial support by their dues and rich contributions by their 
co-operative work to projects and programs that only can be carried on by 
organized effort. The following are some areas of work: encouragement, 
guidance, and financial aid for medical students; securing and listing 
opportunities for graduates; evaluation of and guidance in problems created 
by combined homemaking and professional practice; study of health problems 
such as The Emotional Health of the Family; dissemination of information on 
such subjects; leadership in community and world problems related to 
health; health and general welfare legislation; citizenship awareness; and 
medical relief work in this country and in other countries in co-operation 
with similar medical women's organizations in such countries. 

Who knows what tremendous impact women physicians can have in solving 
local and world problems by bringing into full co-operation the force of 
their training as physicians, their experience as homemakers and mothers, 
and their special talents and emotional endowments? 


LET'S FIND OUT! 
Secure membership. Hold onto membership. Use your membership. 


Let us all work together for the good of all humanity. 
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Highlights in Careers of Women Physicians 


in Pioneer Muinnesota* 


Nellie N. Barsness, M.D. 


Minnesota, rich in natural resources, be- 
came a territory in 1849 and a state in 1858. 
The early pioneers located in scarcely popu- 
lated places, clearing timberland, turning over 
the virgin soil into fields, laying roads, build- 
ing their log houses from hand-hewn timber, 
and being always alerted for hostile Indians. 

Dr. Christopher Carli, European-born and 
a graduate of Heidelberg, winding his way 
up the Mississippi River, arrived on May 24, 
1841, at what is now called Stillwater. He was 
the first civilian medical practitioner to settle 
permanently in the state. Twelve years later 
20 hardy pioneer doctors of the territory 
founded the State Medical Society. 

The first hospital in the territory was built 
in 1853 by the Sisters of St. Joseph’s and was 
located on the present site of St. Joseph’s Hos- 
pital in St. Paul. While it was under construc- 
tion, the cholera epidemic forced the Sisters to 
open an emergency hospital in Father Galtier’s 
Chapel in St. Paul. 


In 1953 Minnesota celebrated the centennial 
annual state medical convention. On Nov. 7, 
1947, we women physicians had reason to cele- 
brate the centennial of our trail-blazer, Eliza- 
beth Blackwell, who, on Nov. 7, 1847, was 
admitted to Geneva Medical College. It took 
courage and determination to plan her medi- 
cal education and to practice her profession. 


Young women at that time were educated 
in “female seminaries”; some young women 
began to think for themselves and agreed with 
Dr. Willard W. Parker, New York, who said, 
“A doctor is born, not made; and is found, 
naturally, in both sexes.” Because of independ- 
ence of thought three groups came into action: 
women physicians, women’s temperance un- 
ions, and equal suffrage for women groups. 


* Originally prepared for the luncheon meeting of 
the women physicians at the Minnesota State Medical 
Association Annual Meeting in Duluth, June 31-July 
2, 1947 
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In 1883 the state of Minnesota instituted the 
licensing of physicians in the practice of medi- 
cine within its borders. Up to May 23, 1947, 
a total of 518 women doctors had been li- 
censed—the number known to be deceased was 
129. The first group of seven were licensed 
Oct. 11, 1883: 

1. Mary F. Emery, graduate of Boston Uni- 
versity in 1882, was born in 1848 in Concord, 
N. H. 

2. Jennie Fuller, graduate of Boston Uni- 
versity in 1882, died on July 9, 1931, in Port- 
land, Me., aged 79. 

3. Elizabeth J. Graves was licensed by ex- 
emption. She died on March 22, 1909, in Hast- 
ings, Minn., aged 69. 

4+. Genevieve Tucker, graduate of Hahne- 
mann Medical College and University of 
Michigan in 1880, is now retired, after prac- 
ticing in Minnesota, Washington, D.C., and 
New Jersey. 

5. Ann Waas, graduate of Women’s Med- 
ical College, Chicago, in 1882, practiced in 
Minneapolis and California, and died in Chi- 
cago on Jan. 18, 1917, aged 66. 

6. Lizzie R. Waas, born in 1854, was a grad- 
uate of Women’s Medical College of Chicago 
in 1882. She practiced in Minnesota and then 
moved to Los Angeles, where she now lives. 

7. Mary Jane Snoddy Whetstone, born in 


Pennsylvania on Aug. 24, 1849, was a gradu- - 


ate of Michigan University Medical College 
in 1880. She located in Minneapolis and was 
the second woman to practice medicine there. 
She was the first woman to be elected vice- 
president of the State Medical Association and 
the first woman appointed to the staffs of As- 
bury and City hospitals. She was a leader in 
civic welfare and active in church and temper- 
ance work. She died on Oct. 24, 1929, in Min- 
nesota Soldiers Home. : 
The roads in pioneer days were not level: 
they had their seasonal ups and downs—snow 
drifts in winter and mud holes in summer. Be- 
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cause of the slow transportation and no tele- 
phones, the doctor had many all-night vigils 
with very ill patients or in awaiting the arri- 
val of a new citizen. 

In 1882 the women leaders of Minneapolis, 
then a thriving city, founded the Northwest- 
ern Hospital for Women and Children. Forty- 
three women met and organized the hospital, 
and three days later board officers were 
elected and constitution and bylaws adopted. 
A house was bought for $3,000, and just 17 
days after the first meeting of the founders the 
first patient was admitted. It was staffed by 
women doctors. Drs. Mary Whetstone and 
Mary Hood headed the first staff. Women 
controlled all voting power. The present hos- 
pital has a 300-bed capacity and averages 
43,762 meals monthly. It remains a hospital for 
women and children and is run by women. It 
conducts a large nursing school and is a sin- 
cere tribute to its founders. 


Mention can be made of only a few of the 
many outstanding women physicians and their 
accomplishments. Dr. Martha G. Ripley was 
born on Nov. 30, 1843, in Lowell, Mass. Soon 
afterward the family moved to the Northeast 
Iowa Indian Reservation, settling at Fort At- 
kinson, Iowa, where they experienced the 
hardships of the early days of the Frontier. 
Their home was noted for its hospitality. It 
was also one of the stations for the “Under- 
ground Railway.” Martha was too young to 
take a direct part in it, but she was active in 
the Sanitary Commission and in raising large 
sums of money and supplies for the soldiers. 
Like many pioneer physicians, Dr. Ripley 
taught school before studying medicine. After 
her marriage in 1867, she moved back to New 
England. There, she, with Lucy Stone, Mary 
Livermore, and others, worked very hard for 
woman’s suffrage. Always within her was the 
driving urge to become a physician. She 
graduated with full honors from the Boston 
Medical School in 1883. She and her hus- 
band and daughters moved to Minneapolis, 
where she opened her office as a physician. For 
six years she served as president of the Minne- 
sota Suffrage Association; she accepted a pro- 
fessorship in childrens’ diseases in the Homeo- 
pathic Medical School—later a part of the 
Minnesota Medical College. She was called on 
to lecture in obstetrics and pediatrics in medi- 
cal colleges in Wisconsin, Michigan, and Iowa. 
Her practice grew to be one of the largest in 
Minneapolis. Always her door was open to 
those in distress. Her heart reached out to the 
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destitute in the poorer section of Minneapolis; 
to expectant mothers lacking care during 
pregnancy and childbirth; and to young girls 
facing unmarried motherhood. She worked 
tirelessly. Women with a sense of responsibil- 
ity became interested and the group studied 
the condition. A board was formed and the 
Maternity Hospital was founded in 1886—the 
second hospital (Northwestern in 1882) in 
Minneapolis founded by women for women 
and children and staffed by women doctors. 
From among the many laws interesting the 
women, Dr. Ripley singled out “the age of 
consent.” Her unfaltering work had it changed 
from 10 to 18 years. She carried on her prac- 
tice up to the time of her death in 1912. 


In 1860 the late Dr. Ethel Hurd and her sis- 
ter were the first women to enter Knox Col- 
lege (Collegiate Department) of Galesburg, 
Ill. They were advised that they could get no 
diploma but that, if they would stay and study 
languages, they would receive diplomas from 
the Female Seminary. Dr. Ethel Hurd was al- 
Ways an active member of the Suffrage Move- 
ment. She received her M.D. degree from the 
Homeopathic Medical School of the Univer- 
sity of Minnesota. After graduation she opened 
her practice in Minneapolis and soon formed 
a group of women physicians who met at her 
hospitable home. The University medical stu- 
dents were always included. In 1899 Dr. Hurd 
invited Dr. Mary A. Sermour, President of the 
Chicago medical group, to her home to meet 
her medical women’s group of which she was 
proud. It was an enthusiastic meeting and two 
months later the Organization of Medical 
Women was formed. 


Dr. Hurd and her husband (businessman) 
are survived by their daughter, Annah, who 
was a practicing physician in Minneapolis. She 
was a graduate in pharmacy before studying 
medicine. She received her M.D. degree from 
the Medical College of the University of Min- 
nesota, and then went to the Woman’s Medi- 
cal College at Philadelphia for her internship 
(an internship was not compulsory then—one 
was lucky to get in). Dr. Annah Hurd served 
on the State Medical Examining Board for six 
years. She was the first to protest against ex- 
amination papers being written in a foreign 
language. 

Dr. Alcinda Auten Pine, born in Cedar 
County, Iowa, in 1858, received her prelim- 
inary education at Cornell College, lowa, and 
received her M.D. degree from the Chicago 
Medical Women’s College in 1882. She arrived 
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WOMEN PHYSICIANS IN PIONEER MINNESOTA—BARSNESS 


in St. Paul in 1884, where she practiced up to 
the time of her retirement in 1925 when she 
moved to South Pasadena, Calif. In 1893 she 
did considerable postgraduate work in bac- 
teriology in Zurich, Leipzig, Vienna, and Ber- 
lin and in obstetrics and gynecology in Paris. 
She treated delinquent girls for the St. Paul 
Health Department for many decades without 
any remuneration. She held offices in the 
AMWA and was a close friend of Drs. Love- 
joy and Van Hoosen. Because she had stomach 
trouble since early in life, she was an early 
subject in the use of the Murphy button; but, 
the button, instead of passing down the colon, 
came up into the stomach, which necessitated 
a major operation. She was progressive, civic- 
minded, and an active clubwoman. She con- 
tributed many papers and served many terms 
as secretary-treasurer of the Ramsey County 
Medical Society. Dr. Pine and her husband 
(Dr. O. Pine), Civil War veteran, had no chil- 
dren. Dr. Alcinda Pine brought up four nieces 
and legally adopted two of them. 

Dr. Belle Walrath, born in Virginia in 1849, 
received her early education in Winona, 
Minn., and began teaching school at the age of 
15 years. In 1874 she married Dr. E. H. Wal- 
rath and became interested in medicine: she 
graduated from the Women’s Medical College 
in Chicago in 1882. Joining her husband in St. 
Paul in the practice of medicine, she carried on 
alone after his death. She died in 1910. 


Dr. Mary Gould Hood, born at Bath, N. Y., 
in 1850, graduated from the Woman’s Medical 
College of Pennsylvania in 1874; was licensed 
in Minnesota in 1883; and, with Dr. Mary 
Whetstone, headed the first medical staff of 
Northwestern Hospital in Minneapolis in 1882. 
She practiced for years in Minneapolis and was 
later licensed in Massachusetts (1895). 

Dr. Mary Lizzie Swain, said to be the first 
practicing woman physician in Minneapolis, 
was graduated from Boston Medical School in 
1877 and licensed in Minnesota in 1883. Li- 
censed in Massachusetts under the Act of 
1894, she located in Boston, where she prac- 
ticed for many years. 


Dr. Catherine Putnam, born in Troy, Wis.. 
Feb. 9, 1851, entered the Medical College of 
Minnesota at the age of 36 years. After com- 
pleting school at Troy, she attended teachers’ 
colleges at River Falls, Wis., and Minnesota 
University. She served as primary principal in 
River Falls and later in the St. Paul schools. Be- 
coming interested in medicine while reading 
the Encyclopaedia Britannica in preparation 
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for an examination, she received her M.D. de- 
gree in 1901. During 1901 and 1902 she assisted 
in the Department of Women and Children in 
the Minneapolis Free Dispensary and was as- 
sistant physician at the Women’s and Chil- 
dren’s Hospital, Minneapolis. She was a mem- 
ber of the A.E.I., the oldest women’s medical 
society in America, of which she was president 
in 1900. She practiced in both St. Paul and 
Minneapolis. In 1903 she took postgraduate 
work in New York and in the following year 
in Vienna. She continued teaching school 
while carrying on her practice in medicine. 
Her home was on University Avenue in St. 
Paul. She traveled in Europe in 1906. She died 
in her early years of practice. 

Dr. Oreanana McDaniels, now retired, leaves 
a long and outstanding record as the head of 
the Minnesota State Board of Health Labora- 
tory on the campus of the Minnesota Univer- 
sity. She was the first to discover “diphtheria 
carriers.” After a thorough investigation of an 
epidemic of diphtheria in the southern part of 
Minnesota, she discovered that carriers were 
responsible for the outbreak. 

Dr. Bessie Park Haynes, after the close of 
the Spanish-American War, was appointed bv 
the governor to place the war veterans, ill with 
typhoid fever, in the Minneapolis hospitals. 

Dr. Addie R. Haverfield was born in Cadiz. 
Ohio, in 1858, and received her B.S. degree in 
1885 and her M.D. degree in 1895 from the 
University of Minnesota. In order to give het 
services in the Spanish-American War, she en- 
tered as a nurse. She received her pension on 
that rating from the government. She lived in 
Minneapolis and retired some years ago. 

Dr. Jennette McLaren received her M.D. 
degree from the University of Michigan in 
1887 and in the same year located in St. Paul 
She was clinical assistant in the Department of 
Women’s Diseases in the St. Paul Dispensary 
and the chief surgeon of a large hospital for 
unwed mothers up to the time of retirement - 
some years ago. She had hoped to pass this 
position over to women physicians, but on her 
resignation it was taken over by the Medical 
College of Minnesota University. In 1911 she 
took a trip around the world. At present, she 
lives in Minneapolis and is in excellent health. 

Dr. Edith Fosness was born in Litchfield, 
Conn., on May 15, 1853. After her preliminary - 
education, she attended the Academy at 
Green, N. Y., and State Normal School at 
Prockport, N. Y.; she graduated from 
Woman’s Medical College of Pennsylvania in 
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1878. She practiced for 27 years in Des 
Moines, lowa, and then located in St. Paul, 
where she practiced for several more years. 
She was always active in welfare work and 
women’s clubs. When ill health came on, she 
retired and moved to California. 

Dr. Adelle Stewart Hutchinson was grad- 
uated from the University of Boston in 1877, 
and practiced in Minneapolis for many years. 
She was a member of the City Hospital staff; 
for six years a member of the State Board of 
Medical Examiners; and for several vears 
president of the Medical Women’s Club. She 
died in 1909. 

Dr. Laura Linton was born in 1834 in Ohio. 
She received her B.S. degree at the University 
of Minnesota in 1879 and her M.D. degree in 
1900, after which she was on the medical staff 
at State Hospital, Rochester, Minn. Before 
studying medicine, she taught in Lombard 
University, Galesburg, IIl., and was research 
chemist on petroleum products under Mr. 
Peckham of the University of Minnesota, then 
Professor of Chemistry and Physics in St. 
Paul High School. She died in 1915. 

Dr. Margaret Koch, for many years a prac- 
ticing physician in Minneapolis, was the third 
woman doctor to serve six years on the Ex- 
amining State Medical Board. She moved to 
California in the early twenties. 

Dr. Helen Hughes Hielscher was born in 
1863 on Prince Edward Island, Canada, where 
she was reared and educated. She received her 
M.D. degree from the University of Minnesota 
in 1896. After a few vears of active practice, she 
returned for postgraduate study. This was fol- 
lowed by further study in Europe. On her re- 
turn to Mankato, where she had located, she, 
with her sister, Dr. Jane Hughes, established the 
first maternity hospital there and operated it 
until the St. Joseph’s Hospital incorporated 
such a department in its service. In 1910 she 
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married Dr. J. H. Hielscher. She was a very 
active worker in medical and social welfare. 
She was a member of the Minnesota State 
Board of Health up to the time of her death on 
May 31, 1935. 

In 1901, the Twin Cities’ women physicians 
founded the State Fair Grounds’ first emerg- 
ency hospital. It was started by their exhibit 
in a tent to show how a hospital room should 
look; but, since emergency cases were being 
brought in, this became an emergency hospital 
for years. Now the State Fair Board has built a 
spacious one-story emergency hospital. 

In 1917-1918 the medical group, organized 
by the late Dr. Hurd, was enlarged into a state 
medical women’s association. War service 
became the main object. A call for clothing for 
the destitute refugees in France received first 
attention. There were many vacant offices in 
the Lowry Medical Arts Building—doctors had 
answered the call to service. The management 
gave the group a suite of large rooms and sup- 
plied long tables, cupboards, and chairs. Sew- 
ing machines were installed. Large boxes of 
clothing arrived from all parts of Minnesota 
in answer to requests sent out. Bolts of new 
material were stacked up and skilled seam- 
stresses gave their hours after work. Volunteer 
workers kept the rooms open day and evening. 
The few lookers-on were knitting socks or 
sweaters for American boys overseas. Dr. 
Baier, a busy Minneapolis physician, had cro- 
cheted two bedspreads and given them away. 
The recipients returned them to Dr. Baier; one 
was raffled off for $200 and the other was 
bought for $100. This money was sent to the 
refugees. The number of large boxes of cloth- 
ing sent overseas for the refugees reached a 
very high figure. The undertaking was a suc- 
cess far above expectations. The close associa- 
tion of the women doctors stimulated their 
common interest. 
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Record of Early Minnesota Medical Women 


Annah Hurd, M.D.* 


The record of medical women in the early 
days of Minnesota is similar to that in other 
states. The women came with their adventure- 
some husbands and were skilled by precept and 
example in nursing the sick and injured. 


The earliest woman doctor in Minnesota 
was Aurora Giddings, who came in 1854 from 
Albany, N. Y. From that time to 1900, about 
50 accredited medical women came to Minne- 
sota. Several deserve honorable mention for 
exceptional work. 

Drs. Mary Hood and Mary Whetstone or- 
ganized the first medical staff of Northwestern 
Hospital. Dr. Whetstone was also on the staffs 
of Asbury and General hospitals. 


Dr. Martha Ripley organized the Maternity 
Hospital for unfortunate women and girls in 
1886 and crusaded for better care and treat- 
ment of unmarried mothers. By persistent ef- 
fort she also induced the legislature to raise the 
age of consent from 10 to 18 years and lent her 
influence in the movement for woman's 
suffrage. 


*Dr. Hurd is the last survivor of the original 
-nembership. 


Dr. Oreanana McDaniels is justly credited 
with discovery of diphtheria carriers. She 
worked in the Minnesota Health Laboratories 
gratis to prove that women were as capable in 
that work as men. She also lent her influence in 
the work for woman’s suffrage. 

Dr. Nellie Barsness was the only medical 
woman from Minnesota to enter a foreign 
army (French) during World War I. 

Dr. Ethel E. Hurd was responsible for 
urging Minnesota medical women to form an 
association separate from the men. These 
women talked to other clubs on medical sub- 
jects, and presented the first public health lec- 
tures in Minnesota. The organization of medi- 
cal women also helped to influence the gover- 
nor to appoint a woman to the Board of 
Medical Examiners. 

Dr. Adelle Hutchinson was the first woman 
appointed to the Board of Medical Examiners. 
Dr. Margaret Koch followed in this post and 
served three years. Dr. Annah Hurd followed 
her and also served three years. After that, the 
system was reorganized and the post given to 
a secretary. 

Dr. Elizabeth Woodworth served as City 
Bacteriologist for a number of years. 


and units in the armed forces. 


Medical Civil Defense Emblem 


This emblem has been agreed upon by a committee composed of 
representatives of The World Medical Association, the International 
Committee of the Red Cross, and the International Committee of Mili- 
tary Medicine and Pharmacy and ratified by The World Medical Asso- 
ciation as the one to be adopted nationally and internationally to pro- 
tect doctors, ancillary medical personnel, medical units, and equipment 
engaged in civil defense just as the Red Cross protects such personnel 
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REPORTS FROM COMMITTEES 


Around the World in Forty Years 


At the meeting of the Medical Women’s 
National Association (organized in 1915) in 
June, 1917, in New York, a War Service Com- 
mittee was appointed by the President, Dr. 
Bertha Van Hoosen. This Committee was sub- 
sequently renamed the American Women’s 
Hospitals after the Scottish Women’s Hos- 
pitals, which had been in operation since the 
beginning of the first World War in 1914. On 
June 9 the Committee held its first meeting, 
and Dr. Esther Pohl Lovejoy was “authorized 
to go to Europe as the official representative 
of the War Service Committee of the Medical 
Women’s National Association without ex- 
pense to the organization.” 

Near the end of 1917 a group of American 
women doctors was selected and equipped by 
the American Women’s Hospitals, and assigned 
by the American Red Cross for duty with or- 
ganizations operating in France and other 
countries. Since 1918, however, the AWH 
(War or Medical Service Committee of the 
American Medical Women’s Association) has 
conducted its own service in different coun- 
tries, which is briefly outlined in this article. 


FIRST WORLD WAR YEARS AND 
FOLLOWING TWO DECADES 


FRANCE 


1918-1920. Medical work in war zone—four 
hospitals, a large number of clinics, and a 
motor medical service conducted in co-opera- 
tion with the American Committee for Devas- 
tated France. 

1918-1932. Conducted clinic at Residence 
Sociale, Levallois-Perret. With special fund 
donated for France. provided grounds and 
buildings for medical center, and contributed 
to the development of this service. 

1920. Built children’s pavilion connected 
with City Maternity Hospital at Blois. 

Twenty-four American women doctors 
served with the AWH in France during and 
after the first World War. 


YUGOSLAVIA 


1918-1922. Conducted six hospitals in Mace- 
donian Serbia with outlying clinics. 

1928-1934. Built children’s pavilion at Gen- 
eral Hospital, Skoplje, and maintained ward. 

Fifteen American women doctors served 
with the AWH in Yugoslavia. 


ALBANIA 


1926-1928. Conducted clinic at Kavaje. 
1928-1936. Supported clinic and ward in 
hospital at Kortcha. 


Two American women doctors served with 
the AWH in Albania. 


TURKEY 


Medical service conducted in co-operation 
with the Near East Relief Committee. 

1920-1922. Three hospitals with outlying 
clinics at Ismid, Bardazag, and Derindie, in co- 
operation with Near East Relief. 

1923-1934. At Istanbul, maintained two 
wards for refugees, 40 beds each, in Yedi 
Koule Hospital, and one ward, six beds, for 
children at American Hospital. 


SOVIET ARMENIA 


1921-1922. Conducted medical service in co- 
operation with Near East Relief. 

At one period all personnel connected with 
the medical end of the Near East Relief serv- 
ice in the Caucasus, including three highly 
qualified American medical men, several 
American nurses, and a large number of 
Armenian and Russian physicians, feldshers, 
and nurses, were paid by the AWH. 

Four American women doctors served with 
the AWH in Turkey and Armenia. 


RUSSIA 


1922-1925. Medical service conducted in co- 
operation with the Friends Service Commit- 
tee (Quakers) at three hospitals and 38 clinics. 
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Three American women doctors served 
with the AWH in Russia. 


JAPAN 


1923-1932. After the earthquake in 1923, 
medical relief work for indigent sick was 
undertaken in co-operation with American 
Baptist Mission, Tokyo, and carried on until 
1932. This work was conducted by three Jap- 
anese women doctors. 


GREECE 


1918. Conducted hospital and outlying clin- 
ics in co-operation with American Red Cross 
at Vodena. 

1923. Conducted quarantine station on 
Macronissi Island with four barracks hospitals 
totaling 150 beds. 

1922-1941. During different periods and at 
various places maintained a total of 39 hospitals 
and a large number of outlying clinics in co- 
operation with Greek government. Conducted 
motor medical service in Macedonian Greece. 

1923. At Salonika, established first modern 
training school for nurses ever opened in 
Greece. The school was moved to New Kok- 
kinia and discontinued in 1932. 

Ten American women doctors served with 
the AWH in Greece. In addition to American 
women doctors, a large number of men phy- 
sicians (refugees) were employed, as well as 
American and native nurses. During and after 
World War I a large number of American 
women doctors were accredited by the AWH 
for service with other organizations, especially 
the American Red Cross. 


INTERNATIONAL ASSOCIATION 


1919. Medical Women’s International Asso- 
ciation was formed in New York City, with 
headquarters at the AWH office for the first 
five formative vears. Through meetings held 
in different countries over a long period of 
time, women doctors of the world have be- 
come acquainted, This has greatly facilitated 
co-operative work during and since World 
War II through national branches of the 
MWIA. 


CO-OPERATIVE MEDICAL RELIEF 
WORK DURING AND AFTER 
WORLD WAR II 
CHINA 
1938-1942. Supported women doctors car- 
ing for indigent sick among Chinese civilians 


J.A.M.W.A.—January, 1958 


in coastal areas during the Sino-Japanese War 
until enemy occupation. 

1942-1950. Transferred service to West 
China, supporting 20 medical women, 8 doc- 
tors, and 12 nurses, assigned for service 
through West China Union University Hos- 
pital, Chengtu, Szechuan, until the area was 
taken over by the Communists. 


FRANCE (FRENCH MEDICAL WOMEN’S 
ASSOCIATION ) 


1939-1940. AWH clinic at Residence So- 
ciale, Levallois-Perret, re-established and car- 
ried on until country occupied by enemy. 

1939-1940. Co-operated with Medical Serv- 
ice Committee of French Medical Women’s 
Association until the country was occupied 
by the enemy. 

1939. Provided nurses for American Friends 
of France. 

1945—. Resumed co-operative work with 
French Medical Women’s Association at 
orphanages in France and occupied Germany. 

1945—. AWH clinic at Residence Sociale, 
Levallois-Perret, resumed. 


FINLAND (FINNISH MEDICAL WOMEN’S 
ASSOCIATION ) 


1940. Sent medical supplies for needy chil- 
dren of Finland through Finnish Medical 
Women’s Association. 


GREAT BRITAIN (MEDICAL WOMEN’S FEDERATION ) 


1940-1950. Co-operated with British Medi- 
cal Women’s Federation in care of sick and 
injured civilians, largely through hospitals and 
clinics in bombed areas. 

In answer to a call of the British Emergency 
Medical Service through the American Red 
Cross, the AWH accredited 10 women doc- 
tors, who were sent to Britain for service. Sev- 
eral of these doctors were transferred to the 
Roval Army Medical Corps and to the USS. 
Army Medical Corps. 


HOLLAND (NETHERLANDS MEDICAL WOMEN’S 
ASSOCIATION ) 

1945-1948. Participated in medical service 

for institutionalized Dutch children through 


the Netherlands Medical Women’s Associa- 
tion. 


NORWAY (NORWEGIAN MEDICAL WOMEN’S 
ASSOCIATION ) 


1945-1948. Co-operated with the Norweg- 
ian Medical Women’s Association in postwar 
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AMERICAN WOMENS HOSPITALS 


ARCUND THE WORLD IN 40 YEARS 


AWH exhibit at the Annual Meeting of the AMWA, May 30-June 2, 1957, New York City. 


medical relief service and participated in a 
unique health project—the installation of a 
sanitary water system in the village of Televag, 
which was razed by the enemy and afterward 
rebuilt. 


HOME SERVICE (IN CO-OPERATION WITH 
LOCAL AGENCIES) 
FLORIDA 
1926. Emergency work after hurricane. 


SOUTH CAROLINA 1931— 


Spartanburg County. Rural health program, 
with emphasis pellagra; healthmobile; 


clinics; lectures; school work; maternity serv- 
ice; and so forth. The work in Spartanburg 
County has been discontinued with the excep- 
tion of a mothers’ clinic. 

Greenville County. Maternity shelter and 
baby wing; prenatal, postnatal, and baby clin- 
ics; health education; and general welfare 
work. 

NORTH CAROLINA, 1931-1955 


Blue Ridge Mountains. General health serv- 
ice, including clinics, classes, school work, 
visiting nurses, and maternal and infant hy- 
giene, with centers at Tyron, Pea Ridge, and 
Cooper’s Gap, Polk County. This work has 
been taken over by the county. 
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KENTUCKY AND TENNESSEE, 1932-1950 


Cumberland Mountains. General health serv- 
ice, including clinics, classes, school work, 
visiting nurses, and maternal and infant hy- 
giene, with centers at Williamsburg, Whitley 
County, Ky., and Jellico, Campbell County, 
Tenn. During the years 1932 and 1933 special 
work for the prevention of pellagra was car- 
ried on. 


CURRENT ACTIVITIES 


U.S.A, 


The AWH Maternity Shelter is carried on 
at Greenville, S.C. Large local support has 
been secured through the years, including a 
modern building for maternal and child health 
service. This co-operative program is main- 
tained at comparatively low cost and should 
serve as a model for such institutions in other 
parts of the country. 


ASIAN COUNTRIES 


Philippines. The free clinic, opened in 
Manila in 1951 by the Philippine Medical 
Women’s Association with the help of the 
AWH,, is the center of a community service 
that has developed beyond all expectation. 
Over 25,000 cases have been recorded since its 
inception. A program for the construction of 
a new building and the extension of the service 
to other parts of the Islands have been under- 
taken and are being carried forward with char- 
acteristic energy by the Philippine Medical 
Women’s Association with the co-operation 
of the AWH. 

Korea. In South Korea the AWH supports 
women doctors on duty at the Dongsan Hos- 
pital, Taegu, as well as at the Severance Union 
Medical College Hospital and the Women’s 
Medical Institute (college and hospital) at 
Seoul. This plan fulfills a double purpose: the 
care of the indigent sick and the advancement 
of women in medicine while helping them to 
help their own people. 

India. Women doctors are supported in 
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their work at the Ludhiana Medical College 
Hospital, and also in Ajmer, where a mobile 
clinic that serves a rural population is con- 
ducted. 

Haiti. A central dispensary is conducted at 
Limbe, Northern Haiti, on a co-operative 
basis by the Haitian Government, the Baptist 
Mission, and the AWH. Roadside clinics are 
held in connection with this center, to care for 
a population without means of transportation, 
and who are suffering from malaria, yaws, and 
deficiency diseases. 


AUSTRIA 


Hungarians who escaped into Austria after 
the revolt against Communism in the autumn 
of 1956 were assisted by the AWH in co-op- 
eration with the Austrian Medical Women’s 
Association. In a recent report the President of 
that Association emphasized that this service 
had not only relieved refugees in great distress 
but had added to the _— of women doc- 
tors in their own country. 


FRANCE 


Under the auspices of the French Medical 
Women’s Association, the AWH clinic at the 
Residence Sociale is supported, as well as a 
program for emotionally disturbed children at 
Sevres. 


GREECE 


In Greece, a focal point in the Middle East, 
the AWH work now centers at Nikaia, a city 
of 80,000, founded by refugees in the 1920’s, 
where the AWH has carried a medical relief 
service since the beginning. A hospital with a 
nurses’ training school was conducted there 
for years. Graduates of this school, a dedicated 
group of American-trained Greek nurses, are 
now directing the AWH work at Nikaia, and 
serving in hospitals in other parts of the 
country. 


—Esther P. Lovejoy, M.D., Chairman, 


Medical Service Committee (Ameri- 
can Women’s Hospitals), 1919-. 
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1958 MWIA 1958 


The tour to Europe offered in connec- 
tion with the MWIA’s Eighth Congress 
in London is a project in which sight- 
seeing, professional programs, and re- 
laxation are extremely well balanced. 

Dublin, Belfast, Edinburgh, London, 
Stratford-on-Avon, Bruges, and Brussels 
with its World Fair; Paris, Chartres, and 
the Loire country; Barcelona and Mad- 
rid; the fabulous cities of Andalusia, 
Cérdoba, Granada, Malaga, Algeciras, 
and Sevilla; and Lisbon are some of the 
exciting highlights of the sight-seeing 
program. 

Visits to the famous maternity hos- 
pital (Rotunda) in Dublin; to Edinburgh 
University and the Royal Free Hospital, 
to the Sorbonne, Pasteur Institute, and 
St. Louis Hospital in Paris; to various 
institutions in Barcelona; to the Univer- 
sity and Institute of Spanish Culture in 
Madrid; and to the Instituto Portuguese 
de Oncologia in Lisbon will comprise the 
professional program, besides, of course, 
the Congress program in London and 
social meetings with local medicai wom- 
en everywhere. 

The beautiful Irish countryside with 
Killarney, Glengaridd, Cashel and Blar- 
ney castles, and Glendalough; ‘the Scot- 
tish Highlands with Loch Lomond and 
Loch Ness, Oban and the mysterious is- 
land of Iona, the Stones of Clava, Bal- 
moral, Braemar, St. Andrews, the Firth 
of Forth, and the Trossachs; the Lake 
District, the Welsh mountains and coast, 
Stonehenge, Biarritz, the Basque coun- 
tries and the Pyrenees, Malorca and the 
plains of Castile, with Toledo, Segovia, 
Avila and the Escorial, and finally the 
sandy beach of Estoril—all these will af- 
ford the maximum of recreation in 
unique surroundings. 
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INTERNATIONAL TOUR 


Performances at the famous Abbey 
Theater in Dublin, the Shakespeare Me- 
morial Theater in Stratford, and the Op- 
era and Folies Bergeres in Paris, and the 
optional attendance of a bullfight in 
Spain, will provide some of the additional 
entertainment. 

The entire Tour, leaving New York 
June 26, 1958, and returning Aug. 24, 
will cost $1,945. Those unable to partici- 
pate in the full tour will have the follow- 
ing choices: 

Pre-Congress. Part I: From New York 
June 26 to Eire, North Ireland, Scotland, 
Wales, and England, ending July 15 upon 
arrival in London. The cost of Part I, 
New York to New York, is $995, all in- 
clusive. Part II: The stay in London dur- 
ing the MWIA Congress, July 15 to 21, 
is not included in the Tour price, since 
these arrangements are being made by the 
MWIA. 

Post-Congress. Part II: July 22 to 30, 
to Bruges, Brussels and the World Fair, 
and Paris. Part IV: July 30 to Aug. 24, to 
the Basque Country, Spain, and Portugal. 
Together these cost $1,495. Part Ill 
is optional since some members may wish 
to take part in the post-Congress tours 
in the British Isles being arranged by the 
MWIA; a refund of $100 will be granted 
members omitting this part and joining 
Part IV in Paris after staying over in 
England at their own expense. Members 
who must return earlier may leave the 
group in London, Paris, or Madrid, re- 
turning directly to New York by plane, 
and proportionate refunds will be grant- 
ed. Extensions may be arranged accord- 
ing to individual desires and also trans- 
Atlantic transportation by ship for those 
who prefer this. Friends and relatives, 
male and female, are invited to join the 
Tour. For further details, write im- 
mediately to Dr. Apa Curee Ret, 118 
Riverside Drive, New York 24, N.Y. 


(Upper) Paris. (Middle) Amboise Castle, France. (Lower) Madrid. 
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KATHLEEN CARMEN Jones, M.D.,* was cho- 
sen by Branch Forty as Medical Woman af the 
Year in the Dallas area. Dr. Jones was presented 
with a citation by the American Medical 
Women’s Association during the Midyear 
Meeting in Dallas, Nov. 14-17, 1957. 


Dr. Jones, the daughter of Rev. R. S. Jones 
and Mrs. Jones of Dallas, was born in Brazil, 
South America, where her parents spent 12 
years as Baptist missionaries. She received her 
A.B. degree from Baylor University in 1943, 
and her M.D. degree from Southwestern Medi- 
cal School in 1947. Her internship was spent 
at Baylor Hospital in Dallas. She served her 
residency in obstetrics and gynecology at 
Baptist Memorial Hospital in San Antonio, and 
from 1949 to 1951 was chief resident in obstet- 
rics and gynecology at St. Paul’s Hospital in 
Dallas, after which she returned to San An- 
tonio and was in private practice for two years. 


In 1955, Baylor University, commemorating 
the one hundredth anniversary of the first 
woman to be graduated from the school, se- 

lected Dr. Jones as one of the outstanding 
women graduates to be honored at that time. 


Dr. Jones was appointed by the Baptist 
Foreign Mission Board in 1953 as the first mis- 
sion doctor to Indonesia, and was the first 
American physician to go to the area. The 
first year of her appointment was spent at 
Bandung, learning the language and customs of 
the country. One year later, Dr. Jones, with 
two nurses, started the Medical Clinic in 
Kediri on the Island of Java. The population 
of Kediri proper is 187,000 while that of the 
general area is 3 million. When Dr. Jones ar- 
rived there were 14 doctors and less than 800 
hospital beds to care for these 3 million per- 
sons. Two years after Dr. Jones arrived in 
Kediri, a 40-bed hospital was opened, and just 
recently an additional 40-bed unit was com- 


‘ * Material received too late for inclusion in the 
December issue. 
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pleted. The present goal is a 120-bed hospital. 
There are now two additional doctors and a 
fourth may be sent next year. 


Dr. Jones recalls that when the clinic opened 
10 patients reported on the first Monday; two 
weeks later there were 96 awaiting treatment, 
and at the end of the first year 10,000 patients 
had attended. 

Dr. Jones, now on leave for one year, is 
spending her time in studying and visiting 
churches to relate her experiences. Dr. Jones 
said, “Indonesia is one of the most beautiful 
countries I have ever seen, and it was harder 
to leave my patients and the hospital there than 
it was to leave my practice in San Antonio.” 
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Opportunities For Women in Medicine 


AWARDS 


Chest Diseases. The American College of 
Chest Physicians is offering three cash awards 
of $500, $300, and $200 each to winners of the 
1958 prize essay contest, which is open to 
undergraduate medical students throughout 
the world. Essays may be written on any phase 
of the diagnosis and treatment of chest dis- 
eases, including the heart or lungs. The contest 
closes April 15, 1958. Further information may 
be obtained from the American College of 
Chest Physicians, 112 E. Chestnut St., Chicago. 


Essay Contest. The American Society of 
Maxillofacial Surgeons will award certificates 
to authors of first and second prize essays and 
$300 and $200, respectively, for traveling ex- 
penses. Any medical graduate may enter the 
contest. Papers must be based on clinical or ex- 
perimental original research in maxillofacial 
surgery and must not have been previously 
published, even in part. Manuscripts should be 
submitted in triplicate, in English, and not ex- 
ceed 4,000 words. The winning papers will be 
read by the authors before the annual conven- 
tion of the Society on May 11-15, 1958, in 
Boston. Manuscripts must be received by the 
Award Committee before April 1 and should 
be sent by registered mail. Address inquiries 
to Dr. Orion H. Stuteville, 700 N. Michigan 
Ave., Chicago 11. 


William Osler Medal. The 1958 student 
essay competition for the William Osler medal 
has been announced by the American Associa- 
tion of the History of Medicine. All essays 
must be received before April 1 and should 
not exceed 10,000 words. For further informa- 
tion, write to Dorothy M. Schullian, Ph.D., 
Chairman, National Library of Medicine, His- 
tory of Medicine Division, 11,000 Euclid Ave., 
Cleveland 6. 
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FELLOWSHIPS AND TRAINEESHIPS 


American Cancer Society. Clinical fellow- 
ships at the senior resident level for the aca- 
demic year 1959-1960 may be applied for by 
institutions accredited by the Council on Med- 
ical Education and Hospitals of the AMA, to 
give training in the following specialties and 
subspecialties, with emphasis on the diagnosis 
and treatment of cancer: internal medicine, 
malignant diseases, neurological surgery, ob- 
stetrics-gynecology, orthopedic surgery, oto- 
laryngology, pathology, public health, radi- 
ology, surgery, and urology. 

Institutions will be notified of awards 
granted in June, 1958. Individual candidates 
should apply directly to an institution, or to 
the American Cancer Society, for information 
concerning fellowships. The annual stipend, 
tax exempt, is $3,600. 

Application forms are available from the Di- 
rector of Professional Education, American 
Cancer Society, Inc., 521 W. 57th St., New 
York City 19. February 15, 1958 is the dead- 
line for institutions submitting applications 
for the 1959-1960 clinical fellowships. 


Neurological and Sensory Disorders. The 
Public Health Service has announced a new 
program of financial support for advanced 
training of research scientists in the field of 
neurological and sensory disorders. The new 
program, designed to help research scientists 


obtain additional specialized training for ca-— 


reers in teaching or research and to encourage 
advanced training in either the clinical area or 
in such basic science areas as neurochemistry, 
neuropharmacology, neurophysiology, or 
neuroanatomy, will be conducted by the Na- 
tional Institute of Neurological Diseases and 


Blindness of the Service’s National Institutes of 


Health, Bethesda, Md. 

Individual awards under the program gen- 
erally will be made for not less than nine 
months and for not more than one vear. How- 
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ever, all awards are subject to renewal and may 
be continued for a period of three vears. 
Stipends are determined individually in ac- 
cordance with each applicant’s qualifications 
and training needs. Such stipends may range 
from $5,500 to $14,800 a year. Application 
forms and instructions may be obtained by 
writing to the Chief, Extramural Programs 
Branch, National Institute of Neurological 
Diseases and Blindness, National Institutes of 
Health, Bethesda 14, Md. Completed applica- 
tions should be submitted to the same address. 
Applicants must be citizens of the United 
States or must have filed declarations of intent 
to become citizens. They must be free of any 
physical or mental disability that would inter- 
fere with the proposed training. In addition, 
they must have completed either (1) the resi- 
dency training requirements in a_ clinical 
specialty, or its equivalent or (2) at least three 
vears of pertinent postdoctoral training or re- 
search experience. 


Special traineeships may be awarded for 
training at any institution in the United States 
or abroad qualified to give the particular train- 
ing desired by the applicant. The trainee may 
begin training at any time within 10 months of 
the date of his award. During the period of 
training, the trainee will not be permitted to 
carry on the private practice of medicine; he 
may engage only in such teaching, clinical, 
and research activities as are a prescribed part 
of his training program. 


Radiological Research. The James Picker 
Foundation has made available a limited num- 
ber of grants-in-aid, fellowships, and grants for 
scholars in radiological research, administered 
for the Foundation by the Division of Medical 
Sciences, National Academy of Sciences, Na- 
tional Research Council. Grants in radiological 
research are made to institutions for support 
of a specific research program under the di- 
rection of a responsible investigator. The 
Foundation has expressed particular interest 
in the support of research oriented, directly or 
indirectly, toward diagnostic aspects of radiol- 
ogy. Fellowships in radiological research 
provide opportunity for advanced study and 
training for those who look forward to careers 
in radiological research. Grants for scholars in 
radiological research are designed to bridge the 
gap between the completion of the fellowship 
experience and the time when the young 
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scientist has thoroughly demonstrated _ his 
competence as an independent investigator. 
They are made to institutions for the support 
of specific individuals, or their research, or 
both. Additional information can be obtained 
from the Dean’s office, School of Medicine and 
Hospital, Vanderbilt University, Nashville, 
Tenn. 


Medical Neoplasia. Graduates of recognized 
AMA-approved medical schools who have 
completed, or who are completing, two years 
of postgraduate training in internal medicine, 
in addition to one year of internship, may ap- 
ply to the Memorial Center for Cancer and 
Allied Diseases in New York City for a special 
fellowship in medical neoplasia. Salary is $6,000 
per year without maintenance, and appoint- 
ment is for one year beginning July 1. For in- 
dividuals developing a special interest in some 
problem, appointments may be renewable for 
one or two years. Apply to Dr. Lloyd F. 
Craver, Chief, Medical Neoplasia Service, 
Memorial Center for Cancer and Allied Dis- 
eases, 444 FE. 68th St., New York City 21. 


Pediatric Residencies. Wyeth Laboratories 
will award 20 fellowships annually to interns 
who wish to specialize in pediatrics. Each 
grant will cover the required two vear pedia- 
tric training program and will carry an annual 
stipend of $2,400. Those receiving grants may 
choose their own hospitals, as long as the train- 
ing program in the chosen hospital is accred- 
ited. Recipients will be selected by a commit- 
tee of pediatricians, and names of the first 
recipients will be announced in the spring of 
1958. The fellowships, limited to citizens of 
the U.S. and Canada, will become effective the 
following July 1. 


MEETINGS 


General Practice. The American Academy 
of General Practice’s Tenth Annual Scientific 
Assembly will present 35 medical experts, dis- 
cussing subjects from teen-age to old-age 
problems, and from heart disease and ulcers to 
eye ailments, fractures, and the hypnotized 
patient. The four day Assembly opens March 
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OPPORTUNITIES 


24 in the new Dallas Memorial Auditorium. 
More than 90 scientific and 300 technical 
exhibits will supplement the scientific lecture 
program. 


College of Medical Evangelists. The 26th 
annual Alumni Postgraduate Medical Conven- 
tion of the College of Medical Evangelists will 
begin Feb. 25 at the Hotel Biltmore, Los An- 
geles, and will feature 10 nationally recognized 
physicians from medical centers across the 
country. 


Orthopsy chiatric. The American Orthopsy- 
chiatric Association will hold its 35th Annual 
Meeting at the Commodore and Roosevelt 
hotels in New York City on March 6-8, 1958. 


Pan American. The Pan American Medical 
Women’s Alliance will hold its Sixth Congress 
at the McAllister Hotel in Miami, Fla., on 
April 14-17, 1958. For information, write to 
Hilla Sheriff, M.D., Chairman, Publicity Com- 
mittee, +35 Wade Hampton Office Building, 
Columbia, S.C. 


MILITARY AFFILIATION 


Hospital Service. An invitation for all 
eligible medical personnel with military re- 
serve status in the New York, New Jersey, and 
Connecticut areas to affiliate with the recently 
activated 635th U.S. Air Force Hospital, Re- 
serve, was issued today by Col. Wilbur A. 
Smith, AFRes., (MC), hospital commander. 
The invitation is extended to doctors, nurses, 
and male and female enlisted personnel. Pre- 
vious experience in military medicine is not 
required. The activities of the 1000-bed hos- 
pital offer a convenient opportunity for con- 
tinued association with Reserve Medical Corps 
personnel. Inquiries may be sent directly to 
the center, located at 346 Broadway, New 
York City. The hospital is designed to give 
civilian support in the event of an emergency, 
as well as carry on military functions. 
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THESE WERE THE FIRST 


Dr. KarHartne R. Bovucort, Philadelphia, 
graduated in 1942 from the Woman’s Medical 
College of Pennsylvania and was the first 
woman physician to be elected President of 
the Laennec Society of Philadelphia (1945). 
She was also President of the Eastern Section 
of the American Trudeau Society. Dr. Boucot 
is a Fellow of the American College of Chest 
Physicians and in 1948 was Visiting Physician 
to the Barton Memorial and White Haven di- 
visions of the Jefferson Medical College. She 
is Professor of Preventive Medicine at the 
Woman’s Medical College. 


Dr. ANNA A. Darrow, born in Jasper Coun- 
ty, Indiana, in 1876, graduated from the Chi- 
cago College of Medicine and Surgery after 
her marriage to Dr. C. R. Darrow. In 1909, 
they went to the Florida Everglades to prac- 
tice among the Seminole Indians. Dr. Darrow 
was the first sanitary inspector of a territory 
that embraced almost all of Okeechobee coun- 
ty. Dr. Darrow was an excellent artist as well 
as pioneer physician. 


Dr. Harriet B, Jones, born in 1856 in Eb- 
ensburg, Pa., graduated from the Woman’s 
Medical College of Pennsylvania in 1887 and 
went to Wheeling, W. Va., as the first woman 
physician to practice in that state. Dr. Jones 
helped to start the first domestic science school 
there, the first playground, and the first medi- 
cal inspection of schools in West Virginia. 
She organized the White Cross Temperance 
League in her city and served as its president. 
Dr. Jones was also a member of the state 
legislature. 


Dr. SaraAH E. Post of Cambria, Wis. gradu- 
ated from the Bellevue Hospital Training 
School for Nurses in 1876 and from the Wom- 
an’s Medical College of the New York In- 
firmary in 1882. Dr. Post practiced medicine 
in New York City and founded The Nightin- 
gale in 1885, which was the first paper pub- 
lished exclusively in the interests of nursing. 


—From the ExtzaBeru Bass Collection, 
Rudolph Matas Medical Library, 
Tulane University, New Orleans. 
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News of Women in Medicine 


Dr. Frances Baker, San Mateo, Calif., was 
elected Secretary of the American Congress 
of Physical Medicine and Rehabilitation for 
1957-1958. 


Morner Mary Benepicr (Dr. FLORENCE 
YouncG) has become head of the newly cre- 
ated American Province of the Society of Ro- 
man Catholic Medical Missionaries. She will 
be in charge of 20 hospitals and five religious 
centers of the order of nuns in this country, 
South America, England, Pakistan, West Af- 
rica, India, and Ghana. 


Dr. L. Bircu, Professor of Medi- 
cine, University of Illinois College of Medi- 
cine, presented “Subsequent History of One 
of Leeuwenhoek’s Animalcules” at the open 
meeting of the Society of Medical History of 
Chicago, held at the Institute of Medicine on 
Nov. 13. 


Dr. ANpeRsoN Ca founder 
and general director of the Judson Health 
Center in New York City, was awarded the 
Star of Italian Solidarity in recognition of her 
work in behalf of Italian-Americans for more 
than 36 years. 


Dr. CATHERINE K. CULLINAN has’ been 
named Associate in Psychiatry at the Chicago 
Medical School. 


Dr. Jean F. an, formerly of Strong 
Memorial Hospital in Rochester, N.Y., has 
gone to the Baptist Hospital in Gaza. Her mail 
will reach her via Egypt. 


Dr. Harrier E. Atlanta specialist 
in physical medicine, has been elected Secre- 
tary of the American Congress of Physical 
Medicine and Rehabilitation. The election was 
held at a meeting of the Congress in Los An- 
geles. At this meeting Dr. Gillette won second 
prize for her exhibit entitled “Total Manage- 
ment of Muscle Dysfunction.” She was also 
presiding officer of one of the general scien- 
tific sessions during the meeting. 


Dr. Mary Avice Gray is now serving with 
the Public Health Department in Jackson, 
Miss. 


Dr. MartHa BarKER GREEN became a mem- 
ber of the American College of Obstetrics and 
Gynecologists in November, 1956. 


Dr. Dororuy E. Jounson, Philadelphia, was 
elected Second Vice-President of The Medi- 
cal Society of the State of Pennsylvania. 


Dr. Mary Powe rt Lewis and her husband 
have returned to the United States from Eng- 
land and are completing orthopedic residen- 
cies at Hahnemann Hospital in Philadelphia. 


Dr. GeraLpine Licut, Chief of the Recov- 
ery Room of Billings Hospital, Chicago, par- 
ticipated in the “World of Medicine” educa- 
tional TV series, which began the first week 
in October on virtually all educational televi- 
sion stations in the United States. Dr. Mar- 
GARET J. GIANNINI, Administrative Director, 
Clinic for Mentally Retarded Children, Flower 
and Fifth Avenue Hospitals, New York City, 
also participated in the “World of Medicine” 
TV series. She gave a graphic picture of the 
questions dealt with daily by pediatricians. 


Dr. EVANGELINE E. STENHOUSE, a Past-Presi- 
dent of the Association, and Dr. Rose \leNEN- 
DIAN, President of Branch Two, Chicago, re- 
turned in November from a world tour, which 
included: Lucerne, Switzerland; Rome, Italy; 
Athens, Greece; Istanbul, Turkey; Bombay. 
India; Bangkok, Thailand; Hong Kong, China; 
Tokyo, Japan; and Honolulu, Hawaii. 


Dr. Winston, surgeon, St. Peters- 
burg’s Mount Park Hospital, Florida, plans to 
return to Sitapur, India, where she will per- 
form cataract surgery. Dr. Winston, mother 
of five children and associate of her husband, 
also a surgeon, was associated with the Eye 
Hospital at Sitapur for two months. 
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News of Women's Medical College of Pennsylvania 


GRANT FOR RESEARCH BUILDING 


Confirmation by the Surgeon General of a 
$500,000 grant to WMC for a research wing 
was received in August. Terms of the grant are 
that this fund must be matched and contracts 
for the building be let by June 30, 1958. 

This latest gift brings the Development 
Funds raised by the College since 1950, when 
it began its second-century Expansion Pro- 
gram, to just under 3 million dollars. (This 
total does not include $281,537 raised in those 
same years for more specific causes: $50,000 
for a fellowship in preventive medicine; nor 
the $231,537 of Annual Giving funds for budg- 
et needs.) The sincere thanks of the College 
are extended to all the friends who have made 
this total possible. 

Through this support WMC so far has 
finished the following part of its Program: the 
building of Ann Preston Hall—a four story 
building that houses both the School of Nurs- 
ing and the nurses’ residence; a $146,518 Pre- 
ventive Medicine Wing; the addition of 40 
more beds on the fifth floor of the Hospital; 
and the establishing of a $600,000 endowment 
fund, gift of the Ford Foundation, for in- 
creased salaries for faculty. 

The Federal funds available in this most 
recent grant are restricted to research facilities 
only. Plans for the design of this wing are be- 
ing completed by Schmidt, Garden, and 
Erickson—architects. 

The funds in hand provide for the building 
of a Wing to the north and east end of the 
present College building, which is smaller than 
needed. The Board of Corporators hopes that 
sufficient additional funds can be raised in the 
next few months to add now, while it is 
economical to do so, (1) a basement, which 
will house all the mechanical and electrical 
equipment, and thus free the ground floor for 
research area, and (2) an added fifth floor, 
which is much needed and can be built now at 
a fraction of the cost it would later require. 


CITATIONS 


Dr. EvizaBetu S. WauGu, Dr. Curris, 
Dr. Atma D. Morant, and Dr. William G. 
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Leaman, Jr., faculty members of WMC, have 
received citations for 25 years of devoted 
service. 


RESEARCH GRANT FOR PROFESSOR 


Dr. Sydney Ellis, Professor of Pharmacology 
and Toxicology at The Woman’s Medical Col- 
lege of Pennsylvania, has received a grant of 
$23,749 for this vear from the National Insti- 
tute of Neurological Diseases and Blindness for 
research in the “Biochemical Nature of Action 
of Epinephrine.” The grant will be renewed 
again next vear. 


FIRST AFGHAN WOMAN DOCTOR 


Dr. Mancut Mowamap Att of Kabul, Af- 
ghanistan, has been enrolled as a special stu- 
dent at the Woman’s Medical College of 
Pennsylvania. A graduate of La Fatima Jinnah 
Medical College, Lahore, Pakistan, Dr. Ali, 22 
years of age, is the first Afghan woman to be- 
come a doctor. Upon her return to Kabul, she 
will take charge of a free maternity hospital. 


BRANCH NEWS 


Dr. Sara E, Stewart, National Institute of 
Health, discussed “Neoplasms in Mammals, 
Induced with a Tumor Agent Carried in Tis- 
sue Culture,” before BRANCH ONE, Washing- 
ton, D.C., on Dec. 3, 1957. 


Dr. Freprica CoBey was hostess to the No- 
vember meeting of BRancH One, Washington, 
D.C., when the five Russian women doctors, 
visiting under the sponsorship of the State 
Department and the Rockefeller Foundation, 
were in Washington. Dr. S. 
KAHLER, President of the AM\W A, also enter- 
tained the visitors at a dinner in her home. 
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Editor’s Note: These reviews represent the indi- 
vidual opinions of the reviewers and not necessarily 
jn of the members of the Editorial Board of the 

CURNAL. 


RHEUMATIC DISEASES, RHEUMATISM AND 
ARTHRITIS. By Heinrich G. Brugsch, M.D., 
F.A.C.P., Assistant Professor in Medicine, Tufts 
University Medical School; Physician-in-Charge, 
Arthritis Clinic, The Boston Dispensary; and Phy- 
sician-in-Chief, Rehabilitation Institute, The Boston 
Dispensary. Pp. 330, with 58 illustrations. Price 
$10.00. J. B. Lippincott Co., Philadelphia, 1957. 


As stated in the preface, this book presents the 
“essentials” of the present-day knowledge of rheuma- 
tology; the author has achieved his purpose admirably. 
The book covers etiology, diagnosis, the clinical pic- 
ture, and prognosis for each disease, as well as com- 
plete practical details of treatment. Included are diet 
lists, orthopedic appliances, physiotherapeutic pro- 
cedures, laboratory findings, and recent advances in 
drug therapy. In addition to a discussion of the defin- 
itely rheumatic diseases, a separate chapter is devoted 
to the so-called collagen diseases and another to the 
diseases simulating rheumatic diseases. The illustrations 
of the various rheumatic disease states are ample and 
well chosen. 

This book is written from the standpoint of the in- 
ternist. | heartily recommend it for the internist, the 
general practitioner, and the student interested in 
rheumatology. For those who desire more detailed or 
theoretical information, adequate bibliographies are 
provided at the end of each chapter. 

—E. Cooper Bell, M.D. 


MUSCLE RELAXANTS IN ANESTHESIOLOGY. 
By Francis F. Foldes, M.D., Director, Department 
of Anesthesiology, University of Pittsburgh School 
of Medicine. A Monograph in the Bannerstone 
Division of American Lectures in Anesthesiology. 
Edited by John Adriani, M.D., Director, Depart- 
ment of Anesthesia, New Orleans, La. Price $5.00. 
Pp. 210, with illustrations by Margaret M. Croun. 
Charles C Thomas, Springfield, Ill.; Blackwell Scien- 
tific Publications, Oxford, England; Ryerson Press, 
Toronto, Canada, 1957, 


This is a well-written, concise, clear, and instruc- 
tive text. It shows the development in the use of muscle 
relaxants from their introduction into medicine to the 
present time. Their chemistry, physiology, neuro- 
muscular block, pharmacology, technique of admin- 
istration, use, and antidotes are discussed. The author 
explains their complications, and causes, prevention, 
and treatment of the complications. 

Their use on “patients with altered sensitivity” is 
discussed in a comprehensive way, and the admin- 


istration of muscular relaxants in individuals with 
various diseases is shown. 

The author cautions in his “Epilogue” against their 
indiscriminate use and discusses the dangers of their 
antagonists. 

This is a good guide for all engaged in the practice 
of anesthesiology. The indexes are good and the 
glossary is especially helpful. 

—Helen E. Cohn, M.D. 


THE EARLY DETECTION AND PREVENTION 
OF DISEASE. Edited by John P. Hubbard, \.D., 
George S. Pepper Professor of Public Health and 
Preventive Medicine, University of Pennsylvania 
School of Medicine. Pp. 350, with tables. Price 
$7.50. The Blakiston Division, McGraw-Hill Book 
Company, Inc., New York, Toronto, and London, 
1957. 


This book, as stated in the preface, is a “selection 
taken from the proceedings” of a recent postgraduate 
course sponsored by the American College of Physi- 
cians and directed by Dr. Hubbard. The lecturers are, 
for the most part, outstanding authorities in their 
respective fields. The material was selected from the 
transcribed record of the lectures, which were quite 
informal. This makes for an extremely readable book, 
not at all like a textbook but like a well-written 
science story; yet it is authoritative and informative. 


There are eight parts, the first dealing with pre- 
ventive medicine in clinical practice. In this section 
the lecture by Dr. Norbert J. Roberts on “Periodic 
Health—Maintenance Examinations” covers an im- 
portant phase of preventive medicine and should be of 
interest to every practicing physician. The relation- 
ship of preventive medicine to the major systems 
follows in the subsequent seven parts. A truly ex- 
cellent review of diseases of the gastrointestinal sys- 
tem is presented. The subjects of malignant neo- 
plasms by Dr. Henry Bockus, the gall bladder and 
biliary tract by Dr. James L. A. Roth, and the pre- 
vention of the complications and recurrences of ul- 
cerative colitis by Dr. Henry J. Tumen are especially 
well done. 

In the section on early detection and prevention of 
selected diseases, six groups of diseases are described: 
namely, viral diseases of the respiratory tract, lung 
cancer, tuberculosis, rheumatic fever, acute glomerulo- 
nephritis and nephrosis, and pelvic cancer. All these 
important subjects are handled succinctly and au- 
thoritatively. It was exciting to read Dr. Milton 
Rapaport’s lecture on acute glomerulonephritis and 
nephrosis and about the recent work with cortico- 
steroid therapy in childhood nephrosis. 

Part 5 covers “the norms of mental health and 
early detection of deviation from the norms.” This 
subject is divided into four parts: “The Child,” by 
Dr. Milton J. E. Senn; “The Adolescent,” by Dr. 
Benjamin H. Balser; “The Adult Male,” by Dr. Ken- 
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neth E. Appel; and “The Adult Female,” by Dr. O. 
Spurgeon English. This group of lectures, although 
rather brief, is one of the highlights of the book. 
Despite its brevity, each lecture is comprehensive and 
well written. 

Dr. Harry E. Morton’s review of immunization 
(Part 7) might well be used as an excellent refer- 
ence article. 

This book is a significant contribution to the im- 
portant field of preventive medicine. It could serve 
as an introduction to those not particularly aware of 
the impact of preventive medicine on everyday prac- 
tice of medicine. It should prove valuable as a text- 
book for medical students starting the study of pre- 
ventive medicine. 

—Maurice Sones, M.D. 


CLINICAL PHYSIOLOGY. Edited by Arthur Groll- 
man, M.D., Ph.D., F.A.C.P., Professor and Chairman 
of the Department of Experimental Medicine, Uni- 
versity of Texas Southwestern Medical School, 
Dallas. Pp. 811. Price $12.50. McGraw-Hill Book 
Company, Inc., New York, 1957. 


As expressed in the title, this book correlates basic 
principles with clinical medicine. Physiology is used 
in a very broad sense to include what we usually con- 
sider biochemistry, pharmacology, bacteriology, and 
pathology. Almost the entire field of medicine is in- 
cluded, but particular emphasis is placed on metabol- 
ism and cardiovascular and endocrine systems. 

“Clinical Physiology” is the combined work of 
26 contributors, each one a specialist in his field, both 
in teaching and research. The result is a splendid 
correlation of clinical medicine with both experimen- 
tal and clinical research, making it a valuable book 
for both practicing physicians and advanced medical 
students. 

—Roberta Hafkesbring, Ph.D. 


PEDIATRIC CARDIOLOGY. By Alexander S. 
Nadas, M.D., F.A.A.P., Assistant Clinical Professor 
of Pediatrics, Harvard Medical School; Cardiologist, 
Children’s Hospital; and Physician, Sharon Cardio- 
vascular Unit, Children’s Medical Center, Boston. 
Pp. 587. Price $12.00. W. B. Saunders Company, 
Philadelphia and London, 1957. 


This book contains a wealth of useful material for 
both the cardiologist and the pediatrician and fills a 
long-existing need in the libraries of both of these 
specialties. The book is perhaps somewhat heavily 
weighted on the side of the congenital group of car- 
diac disorders; however, this serves to emphasize the 
increasing importance of these types of childhood 
heart diseases, and it is not done at the expense of 
the other etiological groupings. The author presents 
adequate data to show that, while rheumatic heart 
disease is statistically declining, the congenital types 
are gaining in importance, both from the aspect of 
increasing incidence and from that of treatability. 
Much emphasis is put on the importance of adequate 
history taking and complete physical evaluation, and 
useful information is presented as to how these pro- 
cedures can best be carried out in patients of the 
younger age groups. The book is interestingly writ- 
ten; it is complete in its coverage of the subject; and 
it makes available to the reader a great deal of valu- 
able reference material. 

—Mary H. Easby, M.D. 
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THE PHYSICIAN’S OWN LIBRARY-ITS DE- 
VELOPMENT, CARE AND USE. American 
Lecture Series No. 312. By Mary Louise Marshall, 
Librarian, Rudolph Matas Medical Library, Tulane 
University. Pp. 87. Price $3.00. Charles C Thomas, 
Springfield, Ill., 1957. 


First lady of the medical library profession, an 
authority on medical history, and personal friend of 
all the great physicians of the day (and of their li- 
braries), no one is better qualified to write such a 
volume than Miss Marshall. It is hard to say who will 
be most helped by its perusal—the young doctor who 
may plan more wisely the foundations of his growing 
library, the physician who has collected much ma- 
terial indiscriminately and must now arrange and 
discard, the experienced collector who can now refer 
his secretary to this volume, or the custodian of a 
small library who will most certainly welcome it as a 
constant companion. It covers carefully and clearly 
all one’s questions about selection, purchase, care, and 
use of medical literature, both books and periodicals. 
Chapters on care of case records, preparation of 
scientific papers, indexing, ways of securing unusual 
and desirable material, and co-operation with others 
in groups, together with references and addresses, 
add to its value. 

—Josephine G. Nichols, Librarian, 
New York Infirmary 


CARDIAC DIAGNOSIS: A PHYSIOLOGIC AP- 
PROACH. By Robert F. Rushmer, M.D., Associate 
Professor of Physiology and Biophysics, University 
of Washington Medical School. Pp. 447, illustrated. 
Price $11.50. W. B. Saunders Company, Philadel- 
phia, 1955. 


This is a simple, modern textbook, based on the 
principles of physiology of the cardiovascular system. 
It summarizes in easily readable and usable form re- 
cent advances in the diagnosis of heart disease as well 
as standard methods of diagnosis. It includes chapters 
on normal circulation, physiology of cardiac reserve, 
and congestive failure. 

Particularly useful to the practitioner are the many 
illustrations, both of the abnormal and the wide varia- 
tion in the normal, not as often included in this type 
of discussion. This book is useful for quick reference, 
since it is brief and concise. It is not suitable for the 
deeper student of cardiology or cardiac physiology. 

—Frances Bailen-Rose, M.D. 


STRAIGHT TO THE HEART. By George Lawton. | 
Pp. 347. Price $5.00. International Universities Press, 
Inc., New York, 1957. 


This book is a fascinating, personal account of a 
man undergoing cardiac surgery. It is written in simple 
language which the lay person can readily understand. 
Since many valuable suggestions are made to doctors 
and nurses who handle such patients preoperatively 
and postoperatively, the book should be of invaluable 
aid to the medical profession. 

For patients and their families who are contemplat- 
ing cardiac surgery, many questions will be answered 
by this moving narration. The courage displayed by 
the author will serve as an inspiration. 


—E. Cooper Bell, M.D. 
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ALCOHOLISM: BASIC ASPECTS AND TREAT- 
MENT. A Symposium Held Under the Auspices of 
the American Association for the Advancement of 
Science in Co-operation with the American Psychi- 
atric Association and the American Physiological 
Society and Presented at the Atlanta, Ga., Meeting, 
Dec. 27-28, 1955. Arranged and edited by Harold S. 
Himwich, M.D., Galesburg State Research Hospital, 
Galesburg, Ill. Pp. 220, with 33 lilustrations. Price 
$5.75. Publication No. 47 of the American Associa- 
tion for the Advancement of Science, Washington. 
D.C., 1957. 


Twenty-nine contributors cover the basic aspects 
of alcoholism, including disordered metabolism, dis- 
turbed autonomic and central nervous system physi- 
ology, and the role of vitamins, then review the prin- 
ciples and methods of treatment in the light of newer 
chemical and psychotherapeutic advances. 


CHALLENGES TO CONTEMPORARY MEDI- 
CINE. By Alan Gregg, M.D., Vice-President Emeri- 
tus, Rockefeller Foundation. Pp. 120. Price $3.00. 
Little, Brown and Company, Boston, 1956. 


THE CLINICAL PSYCHOLOGIST. By William A. 
Hunt, Ph.D., Professor in and Chairman of the De- 
partment of Psychology, Northwestern University, 
and Lecturer in Psychology, Northwestern Univer- 
sity Medical School, Evanston, Ill. Pp. 206. Charles 
C Thomas, Springfield, IIl., 1957. 


THE HAPPY LIFE OF A DOCTOR. By Roger I. 
Lee, M.D. Pp. 278, with illustrations. Price $4.00. 
Little, Brown and Company, Boston, 1956. 


J.A.MLA. QUERIES AND MINOR NOTES. Pub- 
lished for the American Medical Association. Pp. 
334. Price $5.50. The C. V. Mosby Company, St. 
Louis, 1956. 


NEW LIVES FOR OLD: CULTURAL TRANS- 
FORMATION-MANUS, 1928-1953. By Margaret 
Mead. Pp. 548, with 16 plates and 3 figures. Price 
$6.75. William Morrow and Company, New York, 
1956. 


THE PLACEMENT OF ADOPTIVE CHILDREN. 
By J. Richard Wittenborn, Professor of Psychology 
and Education, Rutgers University, New Bruns- 
wick, N.J. With the assistance of Barbara Myers, 
Research Assistant in Sociology and Psychology, 
Yale University. Pp. 189. Charles C Thomas, Spring- 
field, Ill., 1957. 


THE PSYCHOLOGY OF SEX OFFENDERS. A 
Clinical and Experimental Study Employing Psy- 
chiatric, Psychological and Social Investigative 
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Books Received 


The following books have been received for review and are acknowledged in this column. More detailed re- 
views will be published on books of most interest to our readers and as space permits. 


Methods. By Albert Ellis, Ph.D., and Ralph Bran- 
cale, M.D. Pp. 132. Charles C Thomas, Springfield, 
Ill., 1957. 


SIX CHILDREN. By Estelle J. Foote, M.D., Psychia- 
trist in Charge, Traveling School Clinic, Walter E. 
Fernald State School, Waverly, Mass. Pp. 317. 
Charles C Thomas, Springfield, Ill., 1957. 


TRANQUILIZING DRUGS. A Symposium Held 
Under the Auspices of the American Association for 
the Advancement of Science in Co-operation with 
the American Psychiatric Association and the 
American Physiological Society and Presented at 
the Atlanta, Ga., Meeting, Dec. 27-28, 1955. Ar- 
ranged and edited by Harold E. Himwich, M.D., 
Galesburg State Research Hospital, Galesburg, Ill. 
Pp. 205, with 32 illustrations. Price $5.00. Publica- 
tion No. 46 of the American Association for the 
Advancement of Science, Washington, D.C., 1957. 


The various aspects of the action, metabolism, and 
therapeutic values of tranquilizing drugs are reviewed 
by 27 contributors, with equal emphasis on experi- 
mental and clinical studies. 


THE VISUAL FIELDS: A TEXTBOOK AND 
ATLAS OF CLINICAL PERIMETRY. By David 
O. Harrington, M.D., F.A.CS., Clinical Professor of 
Ophthalmology, University of California School of 
Medicine. Pp. 327, with 234 illustrations and 9 color 
plates. Price $16.00. The C. V. Mosby Company, 
St. Louis, 1956. 


WORLD HEALTH ORGANIZATION TECHNI- 
CAL REPORT SERIES: No. 111. Advisory Group 
on Veterinary Public Health; and No. 113. Diag- 
nosis and Typing in Leptospirosis. Price $0.30, 
World Health Organization, Geneva, Switzerland, 
1956. 


WORLD HEALTH ORGANIZATION TECHNI- 
CAL REPORT SERIES: No. 115. Administration 
of Maternal and Child Health Services; No. 116. 
Expert Committee on Addiction-Producing Drugs; 
No. 117. Study Group on Atherosclerosis and 
Ischaemic Heart Disease; No. 118. Report of an Ad- 
visory Group on Accidents in Childhood and 
Facts as a Basis for Prevention; No. 119. Study 
Group on Paediatric Education; No. 120. Study 
Group on the Ecology of Intermediate Snail Hosts 
of Bilharziasis; No. 121. Expert Committee on 
Rabies, Third Report; No. 122. Roles of Hospitals 
in Programmes of Community Health Protection; 
No. 126. Prevention of Rheumatic Fever, Second 
Report of the Expert Committee on Rheumatic 
Diseases; and No. 127. Expert Committee on Bio- 
logical Standardization, Tenth Report, Price $0.30. 
World Health Organization, Geneva, Switzerland, 
1957. 
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BONADOXIN 


STOPS MORNING SICKNESS...BUT 


BONADOXIN brings relief to 88.1% 

of patients ...often within a few hours.'.2 
But it does not produce drowsiness, or 
side effects associated with over-potent 
antinauseants. With safe BONADOXIN, 
“toxicity and intolerance ...[is] zero."’2 


...and for a nutritional buildup Is she blue at breakfast? Prescribe 

plus freedom from leg cramps* BONADOXIN. Usually just one tablet at 
® bedtime stops nausea and vomiting 

STORCAVITE of pregnancy... 

phosphate-free calcium, 10 essential and just one supplies the 

vitamins, 8 important minerals. . of pyridoxi = 

Bottles of 100. full 50 mg. of pyridoxine. 

*due to calcium-phosphorus imbalance 

PYRIDOXINE HCI........ 50 mg 


NEW YORK 17, NEW YORK Bottles of 25 and 100. 

Division, Chas. Pfizer & Co., Inc. References: 1. Groskloss, H. H., et al: Clin. 
Med. 2:885 (Sept.) 1955. 2. Goldsmith, J. W.: 
Minnesota Med. 40:99 (Feb.) 1957. 
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she needs support, too... 
during pregnancy and throughout lactation 
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KAPSEALS® 


She balances her nutritional needs by adding to her diet NATABEC Kapseals prescrib: 
by her physician. As a dietary supplement, NATABEC provides vitamins and minerals |. 
nutritional support, helping to promote better present and future health for the mother a: 
her child. 


each NATABEC Kapseal contains: 


Synkamin® (vitamin K) 


Calcium carbonate... .. 600 mg. (as the hydrochloride)... . 05 mg. 
Vitamin « . 400 units Nicotinamide (niacinamide) . . . 10 
Vitamin B, (thiamine) mononitrate 3mg. Vitamin By (pyridoxine hydrochloride). 3mg 
Vitamin By (riboflavin) 2mg. Vitamin Cascorbic avid) 50 
Folic acid. Img. Intrinsic fattor concentrate. . . . 5 mg. 


dosage 


As a dietary supplement during pregnancy and throughout lactation, one or more Kapseals daily. Availa!\- 


in bottles of 100 and 1,000. 
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PARKE, DAVIS & COMPANY 
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Medical Women’s International Association 


President: Dr. M. Yotanpa Tosont Datat, 1, via Giustiniano, Milan, Italy. 
Past President: Dr. Apa Curee ReIp, 118 Riverside Drive, New York, U.S.A. 
Hon. Treasurer: Dr. H. pe Roever-Bonnet, J. van Eyckstraat 8, Amsterdam, Holland. 


Hon. Secretary: Dr. Janet K. AtrKen, Acacia House, 30a Acacia Road, Regent’s Park, London, 
England. 
Vice-Presidents: Pror. Marie L. CHEvREL, 14, rue des Fossees, Rennes, I. et V., France. 
Dr. INGER Havporsen, Rikard Nordraksgtn 4, Bergen, Norway. 
Dr. ANNA Jacos-PELLER, 23 Mazastr, Tel-Aviv, Israel. 
Dr. Fe pet Munpo, 34 Kitanlad, Quezon City, Manila, Philippines. 
Dr. ANNA WatrHarp-Scuaetti, Eierbrechstr. 71, Zurich 7, Switzerland. 


Dr. Marion Hiviarp, 716, Medical Arts Bldg., Toronto, Canada. 


AMWA International Corresponding Secretary: 
Avtma Dea Moranl, M.D., 3665 Midvale Ave., Philadelphia, Pa. 


AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 
APPLICATION FOR MEMBERSHIP 


(Please check address to which JouRNAL and AMWA correspondence are to be mailed. ) 


Certification by American Board of......... 


Medical Society Affiliations 


Check membership desired: 
(] Life-Dues $200 (May be paid in two installments in two consecutive years). 


[] Active-Dues $10 per annum. (Branch dues not included in Active membership dues and are 
payable to Branch treasurer.) 


[] Associate-No dues. Junior-No dues. 
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LIBRARY FUND COMMITTEE 
CHAIRMEN 


Branch One, Washington, D.C., A. Genevieve McEldowney, M.D., St. Elizabeth’s Hospital. 
Branch Ten, Wisconsin, Elizabeth Comstock, M.D., Arcadia. 

Branch Thirteen, San Diego, Calif., Viola Erlanger, M.D., 336 Kalmia. 

Branch Fourteen, New York, Anna K. Daniels, M.D., 270 West End Ave., New York 23. 
Branch Nineteen, lowa, Jean Jongewaard, M.D., 201 Lincoln Way, Jefferson. 

Branch Twenty, (Blackwell) Detroit, Mich., Grace Perdue, M.D., 763 Fisher Bldg. 

Branch Twenty-Three, Los Angeles, Calif., Phyllis Moeller, M.D., 3235 Palmer Drive. 


Branch Twenty-Five, Philadelphia, Pa., Frieda Baumann, M.D., Woman’s Medical College, Henry 
Ave. and Abbottsford Road. 


Branch, Twenty-Six, Minnesota, Nellie W. Barsness, M.D., 540 Lowry Medical Arts Bldg., St. Paul. 
Branch Twenty-Nine, Atlanta, Ga., Betty Ann Brooks, M.D., 603 Church St., Decatur. 


Branch Thirty-Two, Western North Carolina, Mary Frances Shuford, M.D., Legal Bldg., Ashe- 
ville. 


Branch Thirty-Eight, Long Beach, Calif., Sybil Haire, M.D., 5221 Arbor Rd. 
Branch Thirty-Nine, Boston, Mass., Ann Wight, M.D., Massachusetts General Hospital. 


CONSTITUTION OF THE AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 


Article III, Section 1a. Active Members “‘shall be members of a Branch, if any local Branch exists; if not, they may be 
members-at-large.” 


Article III. Section 6. Associate Members “shall be: (1) medical women in the first year of practice; (2) women interns, 
residents-in-training, and fellows. Associate members shall not pay dues and shall have all privileges of membership, 
except voting, holding office, and membership in the Medical Women’s International Association.” 


Artcle III. Section 7. Junior Members “shall be members of Junior Branches in the four undergraduate years of medical 
school.” 


All members receive the official publication, th: JouRNAL oF THE AMERICAN MepicaL WoMEN’s 
Association. Life and Active members receive membership in the Medical Women’s International 
Association. 


Endorsers are required only if applicant is NOT a member of a State or County medical society. 
Endorsers must be members of American Medical Women’s Association 


Checks payable to the American Medical Women’s Association, Inc. must accompany applica- 


tion. Mail to Treasurer, A.M.W.A., 1790 Broadway, Room 315, New York 19, N.Y., or to the 
Branch Treasurer. 
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for the complications 


of Asian flu 


GANTRICILLIN 


provides Gantrisin plus penicillin 


in a sinele tablet... 


Jor control of both gram-positive 
and eram-neeative secondary 


mvaders. 


Gantricillin 300 for potent therapy 
Gantricillin Acety] 200 suspension for pediatric use 


Gantricillin 100 for mild infections 
Gantricillin®; Gantrisin® brand of sulfisoxazole 


RocHE LABORATORIES 
Division oF HOFFMANN-LA RocHeE INC 
Nutley 10 « New Jersey 
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JUNIOR BRANCH OFFICERS, 1957-1958 


University OF ALABAMA 
President: Maude Dieseker, 800 S. 20th St., 
Birmingham. 
Secretary: Betty Jean McBride, 800 S. 20th St., 
Birmingham. 


Sponsor: Evelyn L. Stansell, M.D., 314 N. 15th 
St., Bessemer. 


UNIVERSITY OF ARKANSAS 
President: Ellidee Dotson, 125 Johnson St., 
Little Rock. 
Secretary: Daisilee H. Berry, 55064 W. Mark- 
ham, Little Rock. 


Sponsor: Eva Dodge, M.D., University of Ark- 
ansas Medical Center, Little Rock. 


Baytor UNIVERSITY 
President: Elizabeth Muchmore, 1903 Ports- 
mouth, Houston, Texas. 
Secretary: Betsy Comstock, Baylor University 
College of Medicine, Houston, Texas. 


Sponsor: Ruth Hartgraves, M.D., 1208 The 
Medical Towers, Houston 25, Texas. 


EstHer C. Martine Junior BRrancu, 
CINCINNATI, OxI0 


President: Cornelia Dettmer, 2291 Werk Rd. 


Secretary: Virginia Beamer, 351 Erkendrecher 
Ave. 


Sponsor: Esther C. Marting, M.D., 2314 Au- 
burn Ave. 


Mepicat CoLLece oF GEORGIA 
President: Nelle Strozier, Medical College of 
Georgia, University Place, Augusta. 
Secretary: Sara L. Goolsby, Medical College of 
Georgia, University Place, Augusta. 
Sponsor: B. Shannon Gallaher, M.D., Medical 
College of Georgia, University Place, Au- 
gusta. 


HAHNEMANN MepicaL COLLEGE 


President: Audrey Krauss, 300 S. Camas St., 
Philadelphia. 


Secretary: Mary Rorro, Hahnemann Medical 
College, Philadelphia. 


Sponsor: Elizabeth B. Brown, M.D., 1930 
Chestnut St., Philadelphia. 
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Howarp UNIVERSITY 
President: Sara Ewell, Wheatley Hall, Howard 
University, Washington, D.C. 


Secretary: Z. Ozella Thompson, 5345 Bell 
Place, Washington 1, D.C. 


NorTHWESTERN UNIVERSITY 
President: Marianne Whowell, 2118 N. Sedg- 
wick, Chicago. 
Secretary: Frances Taylor, 1160 N. State St., 
Chicago. 
Sponsor: Beulah Cushman, M.D., 25 E. Wash- 
ington, Chicago. 


FLORENCE SABIN JUNIOR BRANCH, 
University oF CoLorapo 


President: Marcia Frances Currey, 4200 Ninth 
Ave., Denver. 


_ Secretary: Olga Letitia Miskowiec, 4200 Ninth 


Ave., Denver. 


Sponsor: Gertrud Weiss, M.D., 4200 E. Ninth 
Ave., Denver 20. 


UNIvERsITY oF UTAH 


President: Frances R. Beier, 3396 East 3900 
South, Salt Lake City. 


Secretary: Mary Gehres, 233 Douglas St., Salt 
Lake City. 


Sponsor: Camilla Anderson, M.D., 239 Virginia 
St., Salt Lake City. 


GEORGE WASHINGTON UNIVERSITY 
President: Roberte Raymond, 2010 Kalorama 
Rd. N.W., Washington, D.C. 


Secretary: Diane Perrine, 2010 Kalorama Rd. 
N.W., Washington, D.C. 


Sponsor: Elizabeth S. Kahler, M.D., 3828 Ful- 
ton St. N.W., Washington, D.C. 


University oF NEBRASKA 

President: Margaret Peterson Russell, 6127 
Evans St., Omaha. 

Secretary: Carol Joan Swarts, Immanuel Hos- 
pital, 34th and Fowler, Omaha. 

Sponsor: Mary Jo Henn, M.D., University of 
Nebraska, College of Medicine, 42nd and 
Dewey Ave., Omaha. 


NEBRASKA—CREIGHTON 


President: Corinne Farrell, 4016 Izard St., 
Omaha. 


Secretary: Barbara Kenyon, 4016 Izard St., 
Omaha. 
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VAGINAL JELLY 


when the ‘jelly-alone” method 


1S advised, NEW Koromex€> 


TRADEMARK 


the outstandingly competent 


spermatocidic agent. 
ig now available 
to physicians. 

proven 


RELIABLE 
ACCEPTABLE 


AVAILABILITY, ANOTHER H-R “FIRST”. . 


Large tube of Koromex@ vaginal jelly, 125 grams, with 
patented measured dose applicator, is supplied in a 
washable, appealingly feminine zippered kit, at no extra 
charge, for home storage. 


The 125 gram tube of Koromex@ may also be bought 
separately at any time. 


ACTIVE INGREDIENTS: 
IN A SPECIAL BARRIER TYPE BASE 
Beste 2.0% 
Polyoxyethylenenonylphenol ..... 0.5% 
Phenylmercuric Acetate .........- 0.02% 
Factual literature sent upon request. 


HOLLAND-RANTOS CO., INC. e 145 HUDSON STREET, NEW YORK 
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AMWA IS ON THE AIR 
The program is “Growing Pains,” moderated some subject related to Emotional Health of 
by Miss Helen Parkhurst, noted psychologist the Family, and women physicians then dis- 
and educator. Teen-agers are interviewed on cuss the problems presented in the interview. 
WESTINGHOUSE BROADCASTING STATIONS 

Sunday of each week WBZ-WBZA—Boston, Mass. .... 8:30-9:00 p.m. 
KDKA—Pittsburgh, Pa. ........ 7:30-8:00 p.m. 

KYW-—Cleveland, Ohio ........ 7:30-8:00 p.m. 

WOWO-Fort Wavne, Ind. ....5:30-6:00 p.m. 

KEX—Portland, Ore. .......... 1:00-1:30 p.m. 

Friday of each week WNYC-—New York, N.Y. ...... 1:00-1:30 p.m. 

Please Listen and Advise the Station of Your 
Reaction to the Program 

If these stations cannot be heard in your tion request the program tapes from Mr. Wil- 
location contact an educational or noncommer- liam Kaland, Westinghouse Broadcasting Com- 
cial station (one that does not carry advertis- pany, 122 E. 42nd St., New York City. The 
ing). Explain the program. Ask the station tapes, of interest to the lay public as well as 
director to carry the program. Have the sta- to physicians, will be furnished without cost. 


AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 
1790 Broadway New York 19, N.Y. 
APPLICATION FOR ASSOCIATE MEMBERSHIP 


Please print or type name and address. Check address to which JourNAt is to be mailed. 


Associate members do not pay dues but have all the privileges of membership except voting, 
holding office, and membership in the Medical Women’s International Association. Associate mem- 
bership is open to: medical women in the first year of practice, women interns, residents in 
training, and fellows. Membership includes the JourNat each month without charge. 
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FILIBON 


— 


PRENATAL CAPSULES LEDERLE 


for an active pregnancy 


NEW better tolerated source of iron—ferrous fumarate—helps 


... 4,000 U.S P Units 
eliminate gastric upset. NEW non-inhibitory intrinsic factor as- Pyridoxine (Bg)... Ricscatwmedee | mg. 4 
sures greater B12 absorption to meet increased requirements. NEW 
Vitamin K (Menadione) ............... 0.5 mg. 
more comprehensive formulation includes phosphorus-free cal- Ferrous Fumarate me. 
Iron (as Fumarate) ................. 30 mg. 4 : 
cium, Vitamins K and Be, plus important minerals and trace 
— otassium (as KoSO4) ............. .835 me. 
elements. NEW Reminder Jar . . . she’ll keep it handy on the dining Manganese (as MnO.) .............. 0.05 me. 
Magnesium (as MgO) 0.15 me. 
Molybdenum (as Na» 2MoO, « 2H. 20) 0.025 mg. 
table . . . use it later for diaper pins or cotton. Your patients pay 
poe: One or more capsules daily. ‘ 
lied: A ble botth 100 
no more for the added benefits of Filibon. — 


C Lederle LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER. NEW YORK 
*Trademark 
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INDEX TO ADVERTISERS 
rrr rere 9-11, 16 Parke, Davis & Company ................. 30 
Esta Medical Laboratories ............... 25 Riker Laboratories ....Inside Front Cover, 14 
Holland-Rantos Company, Inc. .......... 35 Roche Laboratories ............. (16-17), 33 
Johnson & Johnson J. B. Roerig & Company 29 
6-27, Schering Corporation ................... 13 
G. D. Searle & Company ................. 1 
McNeil Laboratories, Inc. ............... 21 I d 
The S. E. Mesengill Company ..... (24-25) ampax ncorporate 2 
(38-Inside Back Cover) Wallace Laboratories ................. (8-9) 
Mead Johnson ................- Back Cover Warner-Lambert Pharmaceutical Co. ...7, 19 
Merck Sharp & Dohme ....Inside Back Cover Winthrop 2 
INDEX TO PRODUCTS ADVERTISED 
ANOREXIGENIC AGENTS HORMONES 
Obedrin (Massengill) ............ (24-25) 1 
8-9 
ANTACIDS Milprem (Wallace) (8-9) 
28 PEDIATRIC ANALGESIC 
ANTIPYRETICS 
Liquiprin (Johnson & Johnson) ........ 15 
Achromycin V (Lederle) ........... 26-27 PRENATAL DIETARY SUPPLEMENTS 
Cremomycin (Merck Sharp & Dohme) Calcisalin (Warner-Lambert) .......... 19 
(Roche) 33 Natabec Kapseals (Parke, Davis) ....... 30 
Meti-Derm Ointment with Neomycin Seorcavite (Roerig) ...............26- 29 
13 
SEDATIVES 
ANTIDIARRHEAL PREPARATIONS Butisol Sodium (McNeil) ............. 21 
Cremomycin (Merck Sharp & Dohme) 
Inside Back Cover SULFONAMIDES 
ANTIEMETICS Gantricillin (Roche) ..................33 
Bonadoxin (Roerig) ...............00- 29 Meti-Derm Cream (Schering) .......... 13 
ANTIHYPERTENSIVE AGENTS TAMPONS 
Rauwiloid (Riker) ..... Inside Front Cover 20 
ANTISPASMODICS TRANQUILIZERS 
BABY PRODUCTS Miltown (Wallace) ................ (8-9) 
S-M-A Ins Powder (Wyeth)........ 23 
URETHRAL SUPPOSITORIES 
CHILDREN’S IRON PREPARATION Furacin (Eaton) ............00000005 9-11 
Fer-In-Sol (Mead Johnson) ... .Back Cover Furestrol (Eaton) 9-11 


COUGH THERAPY 


Romilar CF (Roche) ............. (16-17) 
CONTRACEPTIVES 

25 

Koromex a (Holland-Rantos) .......... 35 
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VAGINAL THERAPEUTICS 
Furacin Vaginal Suppositories (Eaton) . .16 


Massengill Powder (Massengill) ...... (38- 

Inside Back Cover) 
Milibis (Winthrop) 2 
Sterisil (Warner-Lambert) ............ 7 
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.easy to prepare. They are 


powder 


The S. E. MASSENGILL Company sev son 


eee 


the| lady will be dainty 


Massengill Powder has a ‘‘clean”’ 
antiseptic fragrance. It enjoys 
unusual patient acceptance. 


Massengill Powder is buffered to 
maintain an acid condition in the 
vaginal mucosa. It is more 
effective than vinegar and simple 
acid douches. 


Massengill Powder has a low 
surface tension which enables it 
to penetrate into and cleanse 
the folds of the vaginal mucosa. 


Massengill Powder solutions are 


nonstaining, mildly astringent. 


when recommending 


INDICATIONS: 


Massengill Powder solutions are a valuable adjunct in the management of 
monilia, trichomonas, staphylococcus, and streptococcus infections of the 
vaginal tract. Routine douching with Massengill Powder solution mini- 
mizes subjective discomfort and maintains a state of cleanliness and 
normal acidity without interfering with specific treatment. 


Currently, mailings will be forwarded only at your request. 
Write for samples and literature. 
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massengill 


Massengill Powder has cosmetic elegance. Its clean, refreshing fragrance is acceptable to the 
most fastidious for therapeutic or routine hygienic use. Massengill Powder solutions are 
easily prepared, convenient to use, nonstaining. They effectively cleanse, deodorize and 
soothe the vaginal mucosa, while their mild astringent properties tend to decrease vaginal 


secretions. 


CLEAN-UP AFTER ANTIBIOTICS 


Py Following intensive antibiotic therapy, increasing 

numbers of female patients return complaining 

of vulvar pruritus or vaginitis ... and profuse 
vaginal discharge. 

: Most of these present the classical picture of 

oe Monilia albicans, Trichomonas vaginalis or 

Bt mixed infections. When these infections occur, 

. regular use of Massengill Powder, with its pH 

of 3.5 to 4.5, helps restore the normal acidity of 

the vaginal tract. At this normal pH the growth 

F we of pathogenic organisms is inhibited and the 


growth of the normal vaginal flora encouraged, 
thus reducing the barriers to specific medication. 


LOW pH RETENTION 


Massengill Powder is buffered to retain an acid 
condition. In a recent clinical observation, am- 
bulatory patients—with an alkaline vaginal 
mucosa resulting from pathogens—maintained 
an acid vaginal mucosa of pH 3.5 for a period of 
4 to 6 hours after douching with Massengill 
Powder; recumbent patients maintained a satis- 
factory acid condition up to 24 hours. Simple 
acid douches (vinegar or lactic acid) are quickly 
neutralized by an alkaline vaginal mucosa; 
therefore, they are somewhat unsatisfactory in 
maintaining the required acid pH of the vagina.” 


The S. E. MASSENGILL Company 


In modern feminine hygiene 


and therapy 


LOWER SURFACE TENSION 


Massengill Powder in the standard solution has 
a surface tension of 50 dynes/em. as compared 
to that of water and simple acid solutions with 
72 dynes/em. This added property of reduced 
surface tension enables Massengill Powder to 
penetrate into and cleanse the folds of the 
vaginal mucosa, thus increasing the therapeutic 
effectiveness. Lowered surface tension makes 
the cell wall and cytoplasmic membrane of the 
infecting organism more permeable and thus 
more susceptible to specific therapy.” 


SUPPLY 


Massengill Powder is supplied in glass jars of 
the following sizes: 

Small, 3 oz. 

Medium, 6 oz. 

Large, 16 oz. 

Hospital Size, 5 lbs. 
Pads of douching instructions for patient use 
available on request. 


REFERENCES 


1. Lang, W.R., Rakoff, A.E., Am. Geriatrics Soc. 
1:520 (1953). 

2. Arnot, P.H., The Problem of Douching, Western 
Journal of Surg., Obs., and Gyn., Vol. 62, No. 2:85 
(1954). 
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SULFASUXIDINE®-NEOMYCIN SUSPENSION WITH KAOLIN AND PECTIN 


The urgency of sudden diarrheal spasm is quickly 
controlled with CREMOMYCIN. Both bacillary 
and nonspecific diarrheas respond to palatable 
CREMOMYCIN— often after only a few doses. 
Neomycin and Sulfasuxidine have an antibacte- 
rial action which is concentrated in the gut. 
Kaolin and pectin soothe the inflamed mucosa, 
adsorb the toxins, quiet the irritated intestine. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc.. PHILADELPHIA 1, PA. 
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IRON DEFICIENCY ANEMIA 


RESPONDS to iron and iron alone 


“the greatest incidence of iron deficiency 


bo 


is... between 6 and 24 months.” 


Fer-In-Sol 


iron ina drop for infants and children 


Fer-In-Sol: Well-tolerated, efficiently 
utilized ferrous sulfate in an acidulous 
vehicle for better absorption. Its pleasant 
citrus flavor makes it readily acceptable 

to young children. 


Supplied: 15 cc. and economical 50 ce. 
bottles with calibrated unbreakable plastic 
‘Safti-Dropper’ for easy administration. 


Dosage: Prophylactic—0.3 to 0.6 cc. daily. 
Therapeutic —1.2 to 2.4 cc. or more daily, 

in divided doses. (0.3 cc. supplies 7.5 mg. 

of iron—more than the Recommended Daily 
Allowance for children up to 4 years old.) 


(1) Smith, N. J., and Rosello, S.: J. Clin. Nutrition 7:275, 1953. 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 
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